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BISMUTH AND NEOARSPHENAMINE IN SYPHILIS 


AND A PLEA FOR MORE CONSERVATIVE DOSAGE OF THE 
ARSENOBENZENES * 


JAY F. SCHAMBERG, M.D. 


PHILADELPHIA 


While individualization should be practiced in the treatment of 
patients with syphilis, the therapeutic procedure is based on an evalua- 
tion of the various remedies employed and a personal selection of them 
for routine treatment. 

I have had a rather extensive correspondence in recent years on the 
subject of therapeutic accidents, and I have been impressed by the aggre- 
gate number of instances of serious and fatal complications that have 
come to my attention after the use of the arsphenamines. I have had 
the opportunity to.compare the extent of the sequelae resulting from 
certain methods of treatment with those following other methods. To 
my mind, the guiding principle in the treatment for syphilis should be to 
employ remedies and methods which insure to the patient maximum 
curative effects against the disease with maximum security to the body 
tissues; and the latter is the more important of the two. This may 
appear to be a trite aphorism and to place undue emphasis on a practice 
which is commonly followed. I do not believe, however, that this prin- 
ciple is followed by the medical profession at large, or even in some of the 
largest and most important syphilis clinics in the country. In my 
opinion there is too much tendency in early syphilis to use heavy doses 
of the arsenobenzenes. During the past year I have seen three cases, 
two fatal and one ending in recovery, of hemorrhagic encephalitis and 
myelitis in early syphilis due to an initial vigorous attack with the 
arsenobenzenes.' I know of a splendidly conducted clinic which has 
had seven fatal cases of acute yellow atrophy of the liver during the past 
vear. I have received information concerning cases of severe dermatitis 
and other serious accidents. When I compare these results with what 
has transpired in my clinic during the preceding three or more years, I 


* Submitted for publication, April 1, 1929. 

* Read at the Fifty-Second Annual Meeting of the American Dermatological 
Association, San Francisco and Del Monte, Calif., July, 1929. 

1. The patient that recovered received two doses of 0.75 Gm. neoarsphenamine 


one week apart. 
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note a striking contrast. During this period, in which about 20,000 


injections of neoarsphenamine have been given, there have been no fatali- 


ties, no jaundice nor any serious complication. ‘There have been a few 
cases of mild partial dermatitis and occasionally vomiting. I attribute 
this immunity against serious complications essentially to a cutting down 
in the dosage of the arsenobenzenes, to the exclusion of the old arsphena- 
mine and possibly, although I am not entirely sure about this, to the 
quality of the drug and the technic employed. The maximum dose of 
neoarsphenamine given to patients is 0.6 Gm., and this in only a small 
percentage of cases; more commonly it is 0.45 Gm., and in many 
cases 0.3 Gm. 

Generally speaking, a good neoarsphenamine gives rise to less fre- 
quent complications than the old arsphenamine. 

I think it is incontestable that the larger the dose of the arsenoben- 
zenes, the greater is the liability to serious accidents. This was pointed 
out a number of years ago by Kretzmer and Meirowsky in their study 
of encephalitis hemorrhagica. The early tendency to give large doses 
of the arsenobenzenes has been modified in later years. Meirowsky ° 
of the Cologne Salvarsan Commission called attention to the danger of 
large doses and showed the undoubtedly greater incidence of undesired 
complications when doses of neoarsphenamine over 0.6 Gm. were given. 

That an excess of arsphenamine is usually introduced into the body 
during treatment is evidenced by the fact established by Abelin * that 
immediately after an intravenous injection of arsphenamine almost 
invariably a certain amount of the drug is eliminated unchanged in the 
urine. 

It is unquestionably true that much larger doses can be tolerated 
at times without complications, but that fact does not contravene the 
general statement. Hauck, in commenting on the use of enormous single 
doses (3.0 Gm. neoarsphenamine), remarked that it was doubtful 
whether this produced superior therapeutic results. 

It will be conceded by every one that greater safety goes hand in 
hand with conservatism in dosage. The question, of course, that must 
be considered in this connection is efficacy of effect. 

~The manner of action of arsphenamine in the body is not definitely 
known. Ehrlich believed that spirochetes possessed certain receptors to 
which arsphenamine became attached through certain of its molecular 
groups. Voegtlin was of the opinion that arsphenamine, in bringing 
about its therapeutic effect, is oxidized into the more toxic and more 
spirocheticidal substance known as aminophenol-arsenoxide, which is 
conveniently termed arsenoxide. The fact that the effect of arsphena- 


2. Meirowsky: Miinchen. med. Wechnschr. 14:760, 1911; ibid. 67:477, 1920. 
3. Abelin: Miinchen. Wehnschr. 58:1771, 1911. 
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mine on spirochetes is much more pronounced in the body than in the 
test tube has persuaded many scientists that the action is really indirect. 
Ehrlich himself later espoused this view. He expressed the thought that 
only a part of the spirochetes were killed by the remedy injected and 
that these dead organisms, liberating an endotoxin, caused an increased 
production of antibodies. Then, too the drug might stimulate the 


immune-body producing cells. 

At this juncture, it might be well to consider the question of 
arsphenamine versus neoarsphenamine. There recently appeared in 
The Journal of the American Medical Association an article deploring 
the use of neoarsphenamine because of its weak and uncertain thera- 
peutic effect. I dissent completely from the conclusions drawn. It is 
admitted that arsphenamine has certain definite advantages over neo- 
arsphenamine. It is more active therapeutically; it is distinctly more 
stable in solution and less liable to oxidation, and different brands of 
arsphenamine from different laboratories are more constant in composi- 
tion and free from impurities than is neoarsphenamine. The difference in 
therapeutic activity can be made up by the frequency, dosage or duration 
of treatment with neoarsphenamine. Therefore this is not a determining 
factor. Neoarsphenamine is readily oxidized by heat or unduly pro- 
longed exposure to air, but a proper technic and immediate use after 


preparation obviates this disadvantage. 


VARIABILITY OF NEOARSPHENAMINE 

The chief drawback about neoarsphenamine is its variability in 
toxicity and in therapeutic effect. There are some neoarsphenamines 
on the market which are much superior to others. The German authors 
claim that neoarsphenamines other than the original usually contain two 
methylene-sulphoxylate groups to the molecule instead of one. This 
group is attached to the amino-radical, which it closes. If there are two 
such groups in the molecule, both amino-radicals are closed. It was 
believed that the closure of both amino-radicals tended to reduce both 
the toxicity and the therapeutic effect. The latter statement has been 
denied in recent years, and no one appears to be in a position to speak 
ex cathedra on this aspect of the situation. Furthermore, certain Ameri- 
can products seem to contain one and a half methylene-sulphoxylate 
groups. In sulpharsphenamine, both of the amino-radicals are closed 
by a group quite similar to the formaldehyde-sulphoxylate group. 

How is a physician to be guided in the selection of a good neo- 
arsphenamine, that is, one that gives a large measure of freedom from 
reactions and one that has a normally active therapeutic effect? The 
United States Public Health Laboratories test the toxicity of all prepara- 
tions of neoarsphenamine before they are released from the manufac- 
turing laboratories. I have expressed myself before to the effect that 
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these laboratories should likewise pass on the therapeutic effect on 
experimental trypanosomiasis in appropriate animals. This would entail 
considerable labor and might require an increased personnel, but it is 
certainly advisable in the interests of the persons on whom this impor- 
tant drug is to be used. The German Government requires therapeutic 
tests of each lot of neoarsphenamine on twenty-four mice. Such tests 
would doubtless do away with the disadvantages of neoarsphenamine 
touched on by the critic in the aforementioned article in The Journal 
of the American Medical Association. 

The disadvantage of the use of arsphenamine is that it requires neu- 
tralizing with sodium hydrate, and proper neutralization is a somewhat 
delicate procedure. It means the precipitation of the arsphenamine base 
from the acid salt and then, by further addition of alkali, the formation 
of the monosodium or disodium salt. This process is a simple one for 
the well equipped clinic, but it is difficult, irksome and time-consuming 
for the general practitioner who, after all, treats the great majority of 
patients with syphilis in the community. Improper neutralization, or 
the use of impure reagents, is the cause of many reactions. Neo 
arsphenamine is the choice of the general practitioner not only in the 
United States but all over the world. I believe that ten doses of neo 
arsphenamine are given throughout the world to one of arsphenamine. 

Neoarsphenamine is a milder compound and not so liable to cause 
reactions as arsphenamine. 

For the past five years, both in the clinic and in my practice, I have 
used a combination of neoarsphenamine and bismuth in cases of early 
syphilis. The results have been so satisfactory both as to freedom from 
reactions and as to therapeutic effect that I wish to emphasize certain 
aspects of this method. The use of the combined treatment instead of 
one or the other serves the purpose of increasing the efficacy of the 
treatment on the one hand and its safety on the other. By using two 
drugs one can afford to use smaller doses of each than if one alone were 
employed. The dominant toxic effect of the arsphenamines is on the 
liver, whereas that of bismuth, like that of mercury, is on the kidneys 
The brunt of irritation of the tissues is therefore minimized. Using one 
of the arsphenamines and bismuth means employing the two most active 
antisyphilitic remedies. 

An experience of seven years convinces me of the remarkable thera 
peutic activity of bismuth and of its superiority over mercury in the 
average case. My usual method is to give initially an injection of bis- 
muth (usually 100 mg. of potassium tartro-bismuthate) intramuscularly. 
Three days later, the patient receives, intravenously, from 0.3 to 


0.45 Gm. of neoarsphenamine, depending on his weight, age and vigor. 
Each week then for twelve weeks the patient receives one injection of 
bismuth and one of neoarsphenamine. The dose of neoarsphenamine 
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when thoroughly tolerated is sometimes increased to 0.6 Gm. for vigor- 
ous subjects but never beyond that dosage. The bismuth is used first 
in order to avoid a Herxheimer reaction. 

In a high percentage of cases, the Wassermann reaction of the blood 
is negative after the first course of treatment. 

This method of treatment has been used elsewhere, particularly in 
Germany. Results reported in cases of early syphilis in which the 
bismuth-neoarsphenamine treatment was used have shown from 50 to 
92 per cent of negative Wassermann reactions after the first course. 
Weckesser* of the Marburg Clinic achieved 25 per cent negative 
Wassermann reactions in treatment with bismuth alone and 75 per cent 
negative reactions with bismuth plus arsphenamine. 


SIMULTANEOUS TREATMENT WITH BISMUTH AND 
NEOARSPHENAMINE 
It happens commonly in cases in hospital clinics and at times even 
in private practice that for economic or other reasons the patient is able 
to present himself for treatment only once a week. I have adopted for 
these patients a simultaneous injection of bismuth and neoarsphenamine. 
An intragluteal injection of 100 mg. of bismuth (potassium tartro- 
bismuthate) is given and immediately afterward from 0.3 to 0.45 Gm. 


of neoarsphenamine. Excellent therapeutic results have been obtained 


from this treatment and virtually no reactions, at any rate no more than 
occur when the two treatments are separated by an interval of three or 
four days. Such reactions have merely been occasional nausea or 
vomiting. 

It is interesting to observe the period at which the Wassermann reac- 
tion becomes negative under such treatment. Simultaneous treatment with 
bismuth and neoarsphenamine has been used on thirty-five patients. 
seventeen of whom were in the secondary stage. In all, 294 combined 
injections were given with no reactions worth mentioning. The dose of 
neoarsphenamine was from 0.3 to 0.45 Gm. In thirteen cases the 
Wassermann reaction became negative after an average of eleven injec- 
tions. In two cases there was a negative reaction after five injections, 
in one after seven, in two after eight and in one after nine. At the time 
of writing, four showed a positive reaction after twelve injections. It is 
unnecessary to state that the eruptive manifestations promptly disap- 
peared under the foregoing treatment. 

It has been my practice to continue the treatment with bismuth and 
neoarsphenamine until an aggregate amount of about 5 Gm. of neo- 
arsphenamine has been administered. Then if the blood and spinal fluid 
give a negative reaction, bismuth alone is continued until 2 Gm. of the 


4. Weckesser: Dermat. Ztschr. 41:369 (Aug.) 1924. 
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bismuth compound has been injected. This constitutes the first course 
of treatment. In some cases, mercury and neoarsphenamine are used 
in the second course ; in others, bismuth is employed. I have gained the 
impression that the clinical results are at least as good, and _ possibly 
better, with respect to the reversal of the Wassermann reaction than 
during the period years ago when weekly doses of from 0.4 to 0.6 Gm. of 
arsphenamine were given; and our accidents are infinitely fewer. 


ABSTRACT OF DISCUSSION 

Pror. JoseEF JADASSOHN, Breslau: The questions that Dr. Schambere 
spoke about are surely of the utmost importance. The treatment for syphilis in 
Germany varies quantitatively in the different clinics. I myself have always been 
in favor of the moderate doses, because I believe that the larger doses more 
frequently cause accidents than the smaller doses. The less pronounced idiosyncrasy 
is more frequent than the stronger, and only the very idiosyncratic persons react 
against the smallest doses. That is even true of preparations which are not quite 
“normal.” Some time after the war some of the factory lots were not as they 
should be. Personally, I believe that frequent accidents, such as the two cases 
of atrophy of the liver in one clinic which Dr. Schamberg mentioned, are usually, 
if not always, caused by wrong preparations. I am almost sure that during the 
last years we have not employed such preparations. On the other hand, I cannot 
say, unfortunately, that we never have serious accidents with the doses Dr. Scham 
berg uses for treatment. We notice, especially, rare occurrences of serious 
dermatitis, occasionally icterus, quite exceptionally atrophy of the liver, or 
encephalitis hemorrhagica, even after normal doses and normal preparations, and 
no cause is apparent in the general health of the patient. 

For several years I have used a treatment resembling that of Dr. Schamberg. 
We increase the doses of neoarsphenamine slowly; now we often give 0.6 Gm. to 
men, but never more. We decreased the intervals, and now we treat our out 
patients with simultaneous injections of neoarsphenamine and bismuth in intervals 
of from four to five days, without increase of accidents; the total doses are from 
5 to 6 Gm. of neoarsphenamine for men. I generally use the neoarsphenamine and 
I, like Dr. Schamberg, am convinced that the assumed advantages of old 
arsphenamine can be compensated by larger doses of neoarsphenamine. The test 
ing of arsphenamine preparations required by the German government includes 
also a therapeutic proof of each factory lot in patients. I proposed this proof many 
years ago. The preparation, after chemical and experimental proof, must be 
employed in a clinic in a cautious manner. Only after this testing is the lot 
allowed to circulate freely. 

In speaking of the best method for syphilitic treatment, the most important 
question for me, as for Dr. Schamberg, is the following: Which method gives 
the least accidents and at the same time the smallest number of secondary or late 


relapses? This question is the most important, both for the health of the 


population by preventing the contagious forms and of the individual by preventing 
tabes, paralysis, etc. No doubt this question can be decided only by statistical 
comparison of a large number of patients treated by different methods. Until now, 
there have been only a few such statistics; for instance, those of E. Hoffmann 
concerning his “maximal early treatment.” It is probably known that the com- 
mittee on hygiene of the League of Nations is preparing such a statistical work. 
We may hope that in this manner we shall be better informed than we have 
been until now about the results of the different treatments, the necessary number 
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of theories, the important question of the duration of intervals, and also the 
advantages of the continuous treatment. The basis on which we are now treating 


our syphilitic patients is, | am convinced, a good one, but it is not solidly enough 


established to avoid differences between us. We all need a “standard treatment” 
on an international basis. 

Dr. Uno J. Wire, Ann Arbor, Mich.: The treatment for syphilis is in such 
a fluid state at this time that it is difficult or impossible to say which is the best 
method to employ. Dr. Schamberg alluded to a clinic in which, during the 
past eighteen months, serious results occurred as arsphenamine reactions. My 
clinic is the one alluded to, and I desire to report these reactions, but to refute the 
suggestion that the intensive method of treatment was responsible for them. | 
am convinced that the drug or some other factor was responsible rather than 
the method. 

Since 1915 we have given approximately from 85,000 to 90,000 injections of 
arsphenamine, using the old drug in an intensive manner and giving large doses. 
\n interesting factor is that the reactions which I am about to describe occurred 
during a time when we were giving smaller doses than we had _ previously 
employed for twelve or more years. Our patients were all hospitalized in bed, 
and under the most careful supervison. I state this to indicate merely that all 
due precautions against reaction were taken. During the fifteen years we have 
made no change in our technic, and we have used consistently a drug from one 
source, 

About sixteen months or more ago, a group of cases of jaundice appeared in 
our clinic—nine, I believe; of these patients, five died. The jaundice did not 
occur in each case in exactly the same way. In one case it appeared as late 
as 108 days after the last injection; in others the onset dated from a few days 
to a few weeks. The last case under observation occurred following two injec- 
tions of neoarsphenamine of-only 0.3 and 0.35 decigrams. The picture clinically, 
as well as at the postmortem examination of the patients who died, was that of 
acute yellow atrophy. In a few of the cases in which postmortem examination 
was made, arsenic was found in the liver in far larger amount than was con- 
sistent with good function. 

On checking over our methods carefully, which had in no way changed except 
that we gave smaller doses than we did previously, we were forced to the con- 
clusion that something was at fault with the preparation of the drug; for that 
reason, we have at this time abandoned its use. 

| wish to say that a negative Wassermann reaction after five, six or ten injec- 
tions of anything means less to me than it would to Dr. Schamberg. I have in 
mind the evaluation of the results eight, ten or twelve years after beginning 
treatment. I am only beginning today to realize how effective my treatment was 
ten or fifteen years ago. On the basis of my observations I am an ardent 
supporter of the intensive treatment for syphilis with arsphenamine. 

I realize that this is a personal experience, and do not wish to state that it is 
better than the results obtained by others with different methods. The unfor- 
tunate accidents I think in no way reflect on the methods. It seems to me that 
they reflect on the drug. 

Dr. JAMES HERBERT MITCHELL, Chicago: | wish to express my apprecia- 
tion and my gratitude to Dr. Schamberg. For three years I have been using 
the combined method and on two occasions have been severely criticized by 
rather dogmatic physicians. I am glad to have the weight of his opinion to 
support me and I shall continue to use the method. It saves the patient's time, 
and the results are excellent. During the period when neoarsphenamine and 
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bismuth were given at the same time, I observed no exfoliative dermatitis whik 
the patient was under observation, nor was there any involvement of the kidneys 
to my knowledge. 

Dr. WitttAM ALLEN Pusey, Chicago: I should like to know to what extent 
Dr. Wile hospitalizes his patients. 

Dr. WiLeE: The patients are admitted to the hospital and kept there for a 
week in cases of early syphilis. State and county patients are kept for four 
weeks at a time continuously until all the eruptive manifestations have dis 
appeared. They return from time to time for additional hospitalization. Hos 
pitalization in my clinic is due to the fact that the majority of my patients are 
prostitutes or inmates of detention homes who are sent to us to be cared for 
by the state until it is safe to return them to their communities. In stating in my 
first comments that my patients were hospitalized, | merely wished to emphasize 
that under these circumstances they were under careful supervision and_ better 
guarded against reaction than if they were treated in the ambulatory fashion 

Dr. Marion B. SULZBERGER, New York: It seems that the bulk of evidence 
tends to show that many of the accidents from neoarsphenamine or arsphenamine 
are of idiosyncratic nature. As was brought out by Dr. Schamberg, one preparation 
may cause accidents in a group of patients while another preparation can be 
administered without ill effects. This seems to show the idiosyncrasiogenic powers 
of certain lots of neoarsphenamine or old arsphenamine. Furthermore, the fact that 
one preparation will cause an accident in one person while the same dose of thi 
same lot given to a great many others will not harm them, also tends to show 
the idiosyncratic nature of the accidents. In view of this fact, not only is th 
test of toxicity of a preparation necessary, but also a test for idiosyncrasiogeni 
power. Such testing has been impossible until now, but it is entirely possibk 
that the experiments of Professor Frei and myself in Professor Jadassohn’s clinic 
may help to develop a method for testing the sensitizing power of neoarsphenamine 
We were able to sensitize human beings and guinea-pigs by intradermal injections, 
and in some cases dermatitides followed the intravenous injection of neoarsphen 
amine in sensitized animals. It may be possible later on to find out whether 
a certain preparation has a high or low sensitizing power of this sort, and to 
eliminate from use preparations or lots which are strongly idiosyncrasiogenic, and 
therefore likely to cause dermatitides. 

Dr. Harotp N. Core, Cleveland: From a _ conversation with Professo: 
Jadassohn, it is my impression that we are using larger doses than they do in 
Europe. Before this I had a different impression. Dr. Moore was over there 
this summer and he found that some of them were using as much as 1 Gm. ot 
neoarsphenamine. Now Professor Jadassohn tells me that if they gave more than 
0.6 Gm., and an accident occurred, the physician would be liable. I feel, as does 
Dr. Schamberg, too large dosage has been employed; we do not use more than 
0.6 Gm. of neoarsphenamine, and the corresponding dose of old arsphenamine. 

Dr. SIGMUND PoLiirzeR, New York: I state my experience, briefly, as a 
contribution toward the difficulty of coming to a conclusion concerning thes« 
methods. 

Since 1916, when I read a paper on this subject before the association, | 
have been giving every patient in my practice three full doses of arsphenamine, 
according to his weight, in the early part of the treatment and, in later years, 


a full dose of neoarsphenamine on each of three successive days. My results as 


to accidents are incomparably better than those reported from clinics in general 


I have never had a death or a case of arsenical dermatitis. The results as to cure 
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would compare, I feel, more than favorably with those obtained by any other 
method of treatment. I must state that my experience is based on a rather small 
number of cases. In the early years I had a larger number of cases, for I was 
in charge of a clinic, but in the last ten years I have used the treatment only in 
my private cases which are relatively few. 

On looking through the literature one finds that some patients developed 
encephalitis or went into coma following extremely small doses. There is 
undoubtedly some factor about which nothing is known. 

Dr. Epwarp A. OLIver, Chicago: I hope that Dr. Schamberg’s paper is 
to be published in the Journal of the American Medical Association, for I feel 
that the general practitioner needs this kind of warning. At the Cook County 
Hospital can be seen the results that occur from too intensive treatment. There 
are now seven cases of exfoliative dermatitis at that institution, and there are 
seldom less than five or six cases there. We always make a careful inquiry into 
the history of each case, but have been unable to ascertain the dosage that was 
given. Most of the patients, however, have received a large number of injections 
in a short period of time, some patients as many as three a week. 

This most excellent presentation is a timely warning and should be of benefit 
to all who are present. 

Dr. E. L. McEwen, Chicago: There seems to be a little doubt as to whether 
it is a question of dosage or a question of frequency of administration. Does not 
the whole situation argue that we need to make a most thorough general examina 
tion of the syphilitic patient before treatment is undertaken, giving particular atten 


tion to the status of the liver and is function? 


Dr. SCHAMBERG: I am entirely in accord with Dr. Wile as to the difficulty 


of assigning definite causes for reactions. We all know that the cause may be in 
the drug, in the patient as an idiosyncrasy, or in the technic. The difficulty about 
accusing a drug of being the cause of reactions is that one may use 100 or 300 
doses of the drug on patients one after the other, and perhaps in three may get 
violent reactions. | grant that does not conclusively prove that the drug does 
not contain some impurity which may be the cause of the reactions, but it is a 
difficult matter to be sure of. We do not know the cause of many of the reac- 
tions which are due to the individual. It is possible that the person with a 
damaged liver, or other damaged organs, may not catabolize the drug in a normal 
manner. The drug may be split up and arsenical products liberated so that 
encephalitis, meningitis or some other effect may be induced. These results are 
so different in their cytologic effects that the subject requires years of study. I 
think we may be sure of one thing, and that is if we take large numbers of cases, 
and we can only form conclusions from the study of large numbers, we will find 
that the percentage of accidents is greater after large doses than after small ones. 
I do not know the cause of the hepatic accidents which Dr. Wile has had. It 
is possible that they have been due to the drug, but it is quite possible that they 
may have been due to the idiosyncrasy of the patients, or to the technic. 

I was pleased to hear the concordant views expressed by Professor Jadassohn. 
| am glad to know that there is a tendency in Europe to lower the dosage of 
the arsphenamines. I think if the combined method of treatment is used there 
is less danger of accident to the patient. 

I do not know how many laboratories are releasing neoarsphenamine and 
arsphenamine in the United States. All physicians present have seen patients with 
mucous patches and other active evidence of syphilis, despite the fact that they 


have received an adequate number of doses of neoarsphenamine in adequate amount. 
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Such occurrences mean that the drug is inadequate. Neoarsphenamine is subject 
to far more variation than arsphenamine. German writers state that aside from 


the original product there are two “amino” groups closed in foreign preparations, 
whereas in the German product there is but one. Some believe that in Americar 


products there are one and one-half “amino” radicals closed. There is no absolut: 
knowledge on this subject, nor is it definitely known that the closure of both 
“amino” groups lowers the therapeutic activity of the drug. I believe that with 
individual pressure, or perhaps with combined pressure, on the authorities in 
Washington we may be able to bring about a therapeutic testing of neoarsphen 
amine. It will be years before there will be definite information on the best 
method of treatment for syphilis, but I think a distinct step in advance has bee: 
taken by the hygienic committee of the League of Nations. 

Concerning the results obtained by different methods, every physician treating 
patients with syphilis believes that he obtains satisfactory results, but he is not 
able to check them up by comparison with the results obtained by others. It 


requires a large, impartial body to accomplish this. 





EXPERIMENTAL SPOROTRICHOSIS 
CUTANEOUS AND INTRACARDIAL INOCULATION: A PRELIMINARY 


REPORT * 


BEATRICE KESTEN, M.D. 
AND 
HANS MARTENSTEIN, M.D. 


BRESLAU, GERMANY 


Following the production of tuberculides by Lewandowsky' by 


means of intracardial inoculation of tubercle bacilli, Saeves * produced 


mycotic infections on the skin of guinea-pigs by hematogenous inocula- 
tion of trichophytons (Achorion quinckeanum and Trichophyton 
gypseum). IKogoj * and Smolka * have shown that these mycotic lesions, 
following hematogenous infection, localize on irritated skin areas. Even 
earlier Calmette and Guérin,’ as well as Prowazek and Yamamoto,* had 
made the observation, which had previously escaped attention, that after 
hematogenous inoculation of variola virus, lesions appeared on the 
epilated irritated skin. W. Jadassohn* observed that trichophytons 
enter the blood of guinea-pigs quickly after cutaneous inoculation, and 


8 


thereby explained the immunity which Martenstein * had observed to 


* Submitted for publication, Feb. 8, 1929. 
* From the Universitats-Hautklinik, Breslau, Director: Geheimrat Professor 
Dr. Jadassohn. 
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follow the early excision of the site of cutaneous inoculation. The fact 
that bacteria causing skin lesions may enter the regional lymph nodes in 
a short time has been demonstrated by such work as that of Kolle and 
in infections due to Spirochacta pallida and of Martenstein ?° in 


Evers ° 
infections due to Tubercle bacillus. The object of these experiments 
was to make clear the pathogenesis and peculiarities of hematogenous 
skin infections. 

Schenck," in his original work on sporotrichosis, produced abscesses 
in dogs and mice at the site of inoculation which contained the sporo- 
trichum. In two of these mice which received subcutaneous inocu 
lations of the sporotrichum, the organism was also present in the 
lymphatics, lungs, liver and spleen. By rubbing the sporotrichum spores 
into the shaved skin of rats, M. Jessner ** produced groups of minute 
papules locally but did not observe any generalized lesions. In rare 
instances deBeurmann and Gougerot,’* and Widal, Abrami and 
co-workers '* were able to produce disseminated skin sporotrichosis 
following subcutaneous and intraperitoneal inoculations, respectively. 
\s the sporotrichum, in contrast to the trichophyton, produces lesions 
of the internal organs as well as of the skin, experiments were under 
taken similar to certain of the previous trichophyton experiments, but 
the sporotrichum was used. 

The purpose of the experiments recorded was to determine: whether 
cutaneous sporotrichosis ever became generalized; if a generalized 
sporotrichosis could be produced by hematogenous infection; whether 
skin lesions could be produced by intracardial inoculations of the 
sporotrichum ; if the occurrence of such lesions was dependent on con- 
comitant injury to the skin, and whether by these experiments any data 
as to immunity could be obtained. 

Using the same technic as Jessner,’* similar papular eruptions, con- 


taining spores on microscopic examination, occurred in fourteen of six 


teen rats which were cutaneously inoculated. The two remaining rats 
died during the incubation period. Results of blood cultures on maltose 


9. Kolle, W., and Evers, E.: Experimentelle Untersuchungen tiber Syphilis 
und Rekurrensspirochaetose, Deutsche med. Wehnschr. 52:1075 (June 25) 1926 
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agar made at intervals of from fifteen minutes to fifty-one days after 
inoculation were negative. Cultures and microscopic examination of 
the regional inguinal lymph nodes demonstrated the presence of the 
sporotrichum by the twelfth day after infection. Two of the fourteen 
rats are alive; five of the others were intracardially reinoculated, and an 
autopsy was performed on the remaining seven rats between the sixth 
and one hundred and thirty-sixth day after cutaneous infection. 
Neither on inspection nor on organ cultures was there any evidence of 
disseminated sporotrichosis in six of these rats. One of the six rats, 
which died of pneumonia 136 days after cutaneous infection, had a litter 
nine days after cutaneous infection. Only the mother developed skin 
papules. An autopsy was performed on one of the young. Neither on 
gross examination nor by culture was there any evidence of sporo- 
trichosis. The seventh rat, on which an autopsy was performed on the 
thirteenth day after cutaneous infection, was pregnant. On gross 
inspection there were no lesions indicative of sporotrichosis. Cultures 
from the macerated inguinal lymph node (on the side of the inoculated 
skin), spleen, liver and lung of this animal showed characteristic sporo- 
trichum growth on maltose agar. Cultures from the other viscera and 
one fetus were negative. 

A method similar to those of Kogoj * and Saeves,? i. e., the produc- 
tion of skin eruptions by intracardial inoculation of fungi, with and 
without irritation of the skin, was used in order to study the derma- 
tropism of the sporotrichum. Nine rats were irritated cutaneously (by 
sandpapering, burning, cupping or scarifying the skin) and inoculated 
intracardially with a suspension of spores. Five developed minute 
papules which showed spores on microscopic examination. Six of the 
nine rats received intracardial inoculations of a concentrated suspension 
of spores (designated as suspension A) ; only two of these six developed 


papules on the previously irritated skin. The other three of the nine 


rats received intracardial inoculations of spore suspensions (suspen- 
sion B) one-fourth the strength of suspension A. On the irritated as 
well as the nonirritated areas of skin of these three rats, minute papules 
appeared. While the results in the first six rats, i. e., the appearance 
of papules on the previously irritated areas only, are in agreement with 
those of Kogoj * and Smolka,* the results in the last three, 1. e., the 
appearance of papules on the previously irritated areas and also non- 
irritated areas, correspond with the observations of Saeves.? 

Three control rats received intracardial inoculations of suspension .\ 
without irritation of the skin. Two died (one immediately and the 
other twenty-seven days after infection) due to hemopericardium 
incurred in making blood cultures. None developed skin lesions. A 


larger series of similar control animals is necessary 
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Two of the twelve intracardially inoculated animals are living; one 
died immediately from traumatic hemopericardium ; three died twenty- 
nine, 125 and 158 days, respectively, after infection and showed no 
evidence of sporotrichosis; the remaining six died between the seventh 
and one hundred and eighty-sixth day after intracardial inoculation and 
showed disseminated viscera! sporotrichosis. Macroscopic abscesses in 
varying organs were found at necropsy in five of the six, and cultures 
on maltose agar from various organs of all of the six rats showed 
sporotrichum growth. 

Jessner ‘* found that after cutaneous and subcutaneous inoculation of 
the sporotrichum spores a partial immunity developed to cutaneous 
reinfection. To determine whether or not an immunity developed to 
intracardiac infection following cutaneous inoculation, five rats received 
intracardial inoculations of suspension B, without irritation, on consecu- 
tive days, respectively, beginning on the fourth day after cutaneous 
infection. A control rat was infected cutaneously only. All animals 


developed cutaneous lesions at the side of inoculation (as in the first 


experiment) between the tenth and twentieth day after cutaneous infec- 
tion. No new lesions developed during an observation period of eighty 
days. The blood cultures became negative on an average of eleven days 
(between the fifth and fifteenth days) after intracardial reinfection, 
while the blood cultures from animals receiving only intracardial inocula- 
tions (seven rats in the second experiment) became negative on an 
average of twenty-five days (between the eighth and fifty-fifth days). 

A rat that had been intracardially inoculated with suspension A in 
the first series of experiments was intracardially reinfected on the 
fortieth day. The blood cultures were negative at this time. Blood cul 
tures taken on the sixteenth day after reinfection were positive but were 
negative by the twenty-fourth day and remained so. Skin lesions did 
not develop, and the animal died 158 days after the first infection with- 
out evidence of sporotrichosis. 

CONCLUSIONS 

Cutaneous inoculation of the sporotrichum spores produces in rats 
an eruption composed of minute papules. The infection extends to the 
regional lymph glands. 

Following the intracardial inoculation of a suspension of sporo 
trichum spores, a similar papular eruption develops on the skin of rats, 
especially on the previously irritated areas. 

Generalized sporotrichosis may be produced in rats by intracardial 
inoculation. 

\nimals in which cutaneous eruptions had been produced by 
cutaneous inoculation showed, after subsequent intracardial inoculation, 


a shortening of the duration of the blood infection. 





ERYTHEMA PALMARE HEREDITARIUM 
(RED PALMS) * 


JOHN E. LANE, M.D. 


NEW HAVEN, CONN. 


I have given the name erythema! palmare hereditarium, or red 
palms, to an abnormality a published description of which I have 
searched for in vain. While i am well aware that such a search may 
have easily missed its object, the fact that several experienced derma- 
tologists and internists from whom I have sought information have seen 
neither a description of the abnormality nor the abnormality itself makes 
it probable that the condition is not well known and that it has been 
rarely noted. 

It is so striking in appearance that it attracted my attention at such 
times as I casually met the two persons affected long before I saw them 
as patients and had an opportunity to examine them carefully. 

30th of the patients were men. The first, a lawyer, aged 51, con- 
sulted me in April, 1926, for the removal of some nonpigmented nevi. 
He was in perfect health and had had no illnesses of any consequence. 

The second patient,? aged 69, an editor, consulted me in May, 1927, 
for the treatment of a synovial lesion of the terminal joint of the left 
thumb. Amputation of the right thigh for thrombo-angiitis obliterans 
had been performed on Aug. 12, 1922. There was slight thickening and 
tortuosity of the brachial arteries. The tip of the nose was cyanotic. 
rhe blood pressure was 145 systolic and 72 diastolic. Heberden’s nodes 
were noted on the fingers of both hands. 

Except for a slightly different distribution of the coloring, the 
appearance of the palms was the same in both patients. The skin of 
the palms was suffused with a bright red color, which was limited to the 
palms, and which terminated rather abruptly at the junction of the 
palmar skin with that of the wrist and the sides of the hands. The color 
was so bright that at a short distance it might easily have been taken for 
the effect of an acute inflammation. 


* Submitted for publication, March 25, 1929. 


* Read at the Fifty-Second Annual Meeting of the American Dermatological 
\ssociation, San Francisco and Del Monte, Calif., July, 1929. 

1. Temporary, congestive redness of the skin is the meaning now usually 
attached to the term erythema. Usage, however, does not appear to be so rigidly 
fixed as to prevent its use, as here, with its original, less limited signification of 
redness. 

2. Knowing that Dr. George Blumer had seen this patient before his operation, 
[ inquired of him and found that he had noted in his history of the case the 
appearance of the palms as a condition which he had not seen before. 
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In the first patient, the bright color had spared a part of the center 
of the palm, which was of nearly normal color, but covered about half 
of the hypothenar side of the palm from the wrist to the base of the 
fingers. It also covered the thenar prominence and the skin of the palm 
extending from it half way to the base of the index finger. 

In the second patient, the whole palm, including the palmar surface 
of the fingers, was almost uniformly bright red. In addition, the backs 
of the tips of the terminal phalanges at the base of the nails were slightly 
redder than normal, though less so than the palms. 

In brief, the heightened color was limited to the palms and adjacent 
areas where the capillaries are normally more numerous than in the 
skin of other parts of the body, and where their share in coloring the 
skin is greater than in other parts of the body. 

The bright color was without question due to the blood of the capil 
laries, which may have been either larger or more superficially located 
or more widely dilated than usual. There was no telangiectasis, inter- 
preting that term to mean such dilatation of skin vessels as to make the 
individual vessels visible to the naked eye. 

Careful examination disclosed no other abnormalities of the skin, 
either of the palms or of other parts of the body, and no history of any 
disease of the skin was obtained. Erythema was not present on the soles. 
Che skin of the palms was apparently normal in thickness, both to sight 
and to touch; sensation was normal; there was no hyperhidrosis, scaling 
or keratosis. It was impossible to make a biopsy, and it is improbable 
that microscopic examination would have furnished further information. 

The condition caused no sensation, and the only complaint in regard 
to it was by one of the patients who said that it was embarrassing because 
he was so frequently questioned in regard to the trouble with his hands. 

When the first patient was examined, my curiosity was only 
moderately aroused, as I supposed that the condition was an isolated 
anomaly. It was only when the second patient was seen that I became 
interested enough to interrogate the patients further, with the elucida- 
tion of the following facts: 

Both patients had had the condition as long as they could remember. 
The first patient did not know whether his father or mother had any 
condition like it, but one of his two sisters had palms exactly like his. 
He had no children. 

The second patient, one of ten children, volunteered the statement 
that his father had the same condition, and that one of his sisters had it. 
None of his five children was affected. 

[ have not had an opportunity to examine any of the other persons 
said to be affected, but there is no reason for being suspicious of the 


good faith of these statements or of their approximate accuracy; if 





LANE—ERYTHEMA PALMARE HEREDITARIUM 447 


these statements are facts, it seems reasonably certain that the condition 
is hereditary and probable that it is congenital. 

I have had the opportunity to see both patients at many subsequent 
times, and there has been no substantial difference in the appearance of 
the palms at any time. ‘There has been only such slight variation in 
color as one would expect to see with varying conditions of temperature 
and bodily exercise. At all times the color has been strikingly brighter 
than normal. 

It is somewhat difficult to know just where to place this anomaly. 
There seems to be nothing indicating any relationship between it and the 
well known symmetrical diseases of the palms and soles, such as 
psoriasis, pityriasis rubra pilaris, familial keratoderma or erythematous 
symmetrical keratoderma of the extremities. 

Some isolated, more or less general, superficial vascular dilatations 
of similar appearance in other parts of the body have occasionally been 
attributed to congenital, hereditary or acquired vasomotor paralysis. 
Such an explanation is sufhciently vague, but it can hardly be invoked 
here as a complete explanation, for the apparently normal reaction of 
the vessels to the aforementioned stimuli seems to exclude this explana- 
tion, at least partially. 

For the present, one might, perhaps, call it a symmetrical bilateral 
nevus, if one is willing to accept Meirowski’s definition of nevi as all 
diffuse or circumscribed anomalies of the skin of hereditary origin which 
hecome visible at various times of life and which are distinguished by 
altered color or form of its surface. 


But with the insufficient data obtained from these two cases, it is 


idle to speculate. My purpose is to describe the anomaly in the hope 


that other cases may be found and that the questions that suggest them- 


selves as to its origin and nature may be answered. 


ABSTRACT OF DISCUSSION 

Dr. Georce M. MacKer, New York: I have encountered several cases in 
private practice which I think fall under this category. There were no symptoms 
aside from the red palms. The symptoms in my cases agree so thoroughly with 
those given by Dr. Lane that it is unnecessary to enumerate them. They were 
practically symptomless except for the redness. In some cases I recall that the 
margin of the palm was red while the center was unaffected, while in others the 
entire palm of each hand was involved. 

[ think that this disease or anomaly should be differentiated from the redness 
that is so frequently associated with hyperhidrosis and keratoderma. Like Dr. Lane, 
I had no idea where to place this condition, except as a congenital anomaly. 
Two cases that I recall were in women and one in a man. I do not remember 
the others and do not recall their histories. 

Dr. WitttaAmM ALLEN Pusey, Chicago: I believe Dr. Lane has done well 
to call attention to this condition and to give it a name, but I believe the condi- 


tion is not rare. I think I can recall more than one case in my own experience. 
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As I see it, it is one of the lesser congenital anomalies, an overrichness of thx 
palmar blood vessels, a peculiarity of structure, which it is readily understand 
able may be inherited, just as an anomaly of the nails, for example, may be 
inherited. 

Pror. Joser JADASSOHN, Breslau: I find it interesting that in these cases 
the reaction of the vessels is so marked. In the cases of keratodermia plantaris 
and palmaris which we know well, there is also a difference in the reaction of 
the vessels. As is known, in some cases there is a pronounced red halo, and in 
other cases this is not seen. It would be interesting to know whether there is 
also redness on the dorsal side of the finger joints in some of these cases. In 
palmar keratodermia, and even in the arsenical keratoses, we frequently see a 
keratosis and redness of these dorsal parts combined with the keratosis of the 
palms. I believe it may be necessary to examine some of the cases of palmar 
disease described by Besnier to ascertain whether they show an inherited type 
or not, because these conditions are sometimes so resistant to treatment and make 
such frequent relapses, that I think there may be a constitutional or even an 
hereditary element. 

Dr. CHartes C. DENNIF, Kansas City, Mo.: It may be possible that the 
red palms discussed by Dr. Lane are due to the disturbance of the vasoconstrictor 
control of the blood vessels. [| think it would be worth while to observe the 
temperature in the extremities of these patients by means of the electrothermal 
couple. If the temperature is consistently above or below normal under given 
conditions, this fact would speak for some disturbance in the cervical sympatheti: 


ganglions. 


Dr. Joun E. Lane, New Haven, Conn.: In reply to Professor Jadassohn’s 
question, there was no redness over the joints of the back of the hands in either 


patient. In one patient there was a slightly exaggerated redness at the base of 
the nails, but this redness was not exaggerated to the same extent as that on 
the palms. 

I did not take the temperature. 

In connection with the normal color of the palms I will mention a_ recent 
article by Duke (Palm Color Test, Arch. Int. Med. 42:533 [Oct.] 1928). Duke 
describes a practical clinical test based on the color of the palms useful in the 
diagnosis of anemia and plethora which he considers one of the most accurate 


and dependable methods of detecting slight grades of these conditions. 





LICHEN SCROFULOSORUM 


REPORT OF A CASE AND TREATMENT WITH SODIUM GOLD 
THIOSULPHATE * 


JACOB SKEER, MD. 


BROOKLYN 


1 


Lichen scrofulosorum was first recognized and described by Hebra 
in 1868. The characteristic symptom of the disease is an eruption 
of miliary papules of pale yellow, brownish red or of the same color as 


the rest of the skin. Kaposi?* was the first to describe lichen scrofulo- 
sorum histologically. In his clinical description he classified the disease 
under the exanthems, since lichen scrofulosorum is an eruption of 
small papules usually present over the trunk, back and abdomen. 
Lichen scrofulosorum is a tuberculous entity consisting of small areas 
of lupus caused by tuberculous infiltrate, and is partly differentiated from 
lupus by the small dimension of the lesion. According to Lewandow- 
sky,® it is the best example of a tuberculid. 


CASE REPORT 

History.—M. F., a boy, aged 8, born in the United States, presented on the body 
an eruption of small papules. The mother first noticed the lesions on the arms 
ibout five months before examination and applied iodine once nightly for several 
nights. A month later, the patient was taken to a physician, who ordered a salve to 
he applied twice daily. The condition seemed to improve, but the lesions appeared 
at other places. 

Examination.—The patient was a fairly well developed boy, who weighed 49 
pounds (22.2 Kg.) and was 4 feet (122 cm.) tall. Beginning about the middle of 
the right arm and extending down the flexor surface of the forearm to the wrist 
were five or six round, coin-shaped patches of papules, ranging from 1 to 3 cm. 
in diameter. These patches consisted of numerous discrete, small, brown, glisten- 
ing papules, the size of a pinhead, most of which were surmounted with a tiny 
scale, Interspersed about the patches were numerous satellite papules. Neither 
erythema nor itching was present. There was no tendency of the papules to 
* Submitted for publication, March 22, 1929. 

* From the Department of Dermatology and Syphilology, Israel-Zion Hospital, 
Brooklyn, Service of Dr. E. W. Abramowitz. 

* From the Department of Dermatology and Syphilology, New York Univer- 
sity Medical School, Service of Dr. Howard Fox. 

1. Hebra: Diseases of Skin, Sydenham Society, 1868, vol. 2, p. 52. 

2. Kaposi: Diseases of Skin, New York, William Wood & Company, 1895, 
p. 321. 

3. Lewandowsky: Die Tuberculose der Haut, Berlin, Julius Springer, 1916, 
PD 165. 
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become confluent. The papules were situated in large numbers on the posterior 
surface of the neck and spread toward the front, over the clavicular region and 
the upper part of the scapulae. The chest and upper part of the abdomen were 
clear, except for a single papule here and there. On the left and right buttocks, 
and extending down as a sheath over both groins and the inner aspect of each 
thigh, was a fine, papular, slightly scaly rash. Over the patellae were numerous 
yellowish-brown papules slightly larger in size. The lesions were also present on 
the anterior surface of the legs and the dorsum of each foot and assumed a coin- 
like arrangement, the size of a dime. The scalp, face, scrotum, palms and soles 
were free from lesions. 

Pathology and Histology —The Wassermann reaction of the blood was negative. 
The observations on the urine and blood were negative. The Pirquet test was 
negative. Roentgen examination of the chest demonstrated exaggeration of the 
bronchiovascular markings throughout both lung fields, with peribronchial infiltra 
tion more marked at the roots. There was no evidence of fluid in either thoraci 
cavity. The apexes were clear. 

A specimen for biopsy was taken from the left inner thigh. Histologic exam 
ination showed: (1) lichenification of the epidermis with a slight scale, a uniform 
acanthosis, without fusion of the pegs; (2) areas of circumscribed infiltration oi 
the papillary and subpapillary corium, with an increase of epithelioid cells to a 
ratio of 3: 1, as compared to round cells; the corium was edematous and giant cells 
were present; (3) a perifollicular infiltration of the same character, and (4) a peri 
vascular infiltration with dilated blood vessels. 


COM MENT 


‘The disease occurs most frequently in boys before puberty, but may 


affect young adults. Hebra' noted that about 90 per cent of the 


patients were persons in whom the lymphatic glands (submaxillary, 
cervical or axillary) were greatly swollen or who suffered from 
periostitis, caries or necrosis, with or without scrofulous sores or who 
might be supposed to have disease of the mesenteric glands, being oi 
cachectic aspect and generally poorly nourished. In fact, since all these 
conditions are scrofulous, Hebra felt justified in calling the cutaneous 
disease lichen scrofulosorum. 

Kaposi * observed that the number affected with these scrofulous 
conditions who had lichen scrofulosorum was likewise 90 per cent. 
On the other hand, Lewandowsky ® stated that lichen scrofulosorum can 
sometimes occur when patients have never had tuberculosis in any form. 
Wise * also stated that in some cases no evidence of tuberculosis was 
manifested. The older patients almost invariably presented evidence 
of active tuberculous processes, usually benign. Highman® observed 


that in some forms no evidence of the origin could be found. 


4. Wise, F.: J. Cutan. Dis. 37:105, 1919. 
5. Highman, W. J.: Diseases of Skin, New York, The Macmillan Company, 
1921, p. 290. 
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Jadassohn ° obtained positive reactions to tuberculin toxin in fourteen 
of sixteen cases. 

Schweninger and Buzzi,’ and Rona®* reported that lichen scrofulo- 
sorum developed after an injection of tuberculin. 

By injections of tuberculin in two cases, Lesseliers ® produced an 
eruption which was clinically and histologically lichen scrofulosorum. 

Nobl '° produced the disease in five tuberculous patients by using 
Morro’s percutaneous reaction with a 10 per cent ointment of old 
tuberculin. 

Stillians *' reported a case in which the eruption appeared following 


one-half erythema dose of the roentgen rays to the leg for tuberculosis 


verrucosa cutis. 

Lewandowsky * reported two cases, in which, after the extirpation 
of large gland parcels, the condition healed, with extensive desquama- 
tion. He stated that Hagen of Zeiler’s clinic published a report of a 
similar case. 

Lichen scrofulosorum has been known to occur following measles, 
scarlet fever and other acute exanthems of children. 

Microscopic Data.—According to Lewandowsky, tuberculosis bacilli 
are found on rare occasions in cut preparations of lichen scrofulosorum. 
In the literature pertaining to this disease, positive results were found 
only by Jacobi, Wolff, Darier, Bettman and Lewandowsky. The 
majority of the cases were pustulous. The few positive results of animal 
inoculations were reported by Hauthalter, Jacobi, Wolff, Pellizari, 
Colombine and Whitfield. Lewandowsky explained the absence of 
bacilli by the antireaction or immunity set up by the organism, which 
caused a rapid destruction of the bacilli. He maintained that lichen 
scrofulosorum is a hematogenous tuberculosis of the skin. Wise ‘* 
seemed to agree with this opinion. 

MacLeod 7° expressed the opinion that lichen scrofulosorum is the 
result of the actual presence of attenuated tubercle bacilli in the skin. 
The fact that tubercle bacilli have rarely been found is not a conclusive 
argument against the bacillary origin, because bacilli occur in extremely 
small numbers in other tuberculous conditions. Were the condition 
due to toxins circulating in the blood, it would be expected to occur 

6. Jadassohn: Arch. f. Dermat. u. Syph. 113:479, 1912. 

7. Schweninger and Buzzi, in Stelwagon: Diseases of the Skin, ed. 9, Phila- 
delphia, W. B. Saunders Company, 1921, p. 225. 

8. Rona: Internat. cong. de méd., Paris, 1900 (Sect. Dermat.), p. 698. 

9. Lesseliers: Contribution a l'étude du lichen scrofulosorum, Ann, dermat. 
et syph. 7:898, 1906. 

10. Nobl: Dermat. Ztschr. 16:205, 1909. 

11. Stillians, A. W.: Internat. Clin. 2:33, 1921. 

12. MacLeod: Diseases of Skin, New York, Paul B. Hoeber, 1921, p. 487. 
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in advanced cases of phthisis, in which abundant toxins are probably 
present. ‘This, however, is contrary to the observations to date. No 
matter what the origin of lichen scrofulosorum may be, it is generall\ 
conceded that it is a definite manifestation of tuberculosis. It invariably 
occurs in association with definite tuberculous stigmas. In a number 
of instances, an eruption which is clinically and histologically identical 
with it has resulted from the injection of tuberculin into tuberculous 
persons. 

Diagnosis —The general picture of the characteristic groups of 
papules appearing on the skin of children, who seem to be more or less 
scrofulous persons, makes the diagnosis of lichen scrofulosorum com- 


paratively simple. Certain forms of eczema, especially when the eruption 


appears on the trunk, seem to simulate the disease. Eczema is more 
inflammatory, is pruritic and tends to coalesce and form patches. 
Tuberculin tests and histologic sections would aid in the differential 
diagnosis. Lichen spinulosis is more inflammatory and is not associated 
with signs of tuberculosis. The microscopic examination would verify 
the diagnosis. Miliary lichenoid syphilid is most difficult to differentiate 
from lichen scrofulosorum because of its similarity both clinically and 
histologically. The history of exposure, the age of the patient, a posi- 
tive Wassermann reaction of the blood, the general distribution of the 
rash not confined to the trunk and a negative tuberculin test would 
favor the diagnosis of syphilis. Lichen nitidus occurs in adults, usually 
on the genitals. The papules are darker, and the histologic picture 
is that of an infective granuloma. 

Treatment.—Hebra* and Kaposi* claimed that recovery was cer- 
tain to ensue if the patient’s nutrition improved. They found that cod 
liver oil, used internally and externally, was a great aid. Wise * claimed 
that the lesions sometimes disappear spontaneously. MacLeod suggested 
general treatment and hygiene and thought thyroid extract beneficial 
in some cases. 

The literature, so far as I was able to ascertain, makes no mention 
of sodium gold thiosulphate in the treatment for lichen scrofulosorum. 
At the suggestion of Dr. E. W. Abramowitz, I instituted this treatment 
for the patient in the case reported, and on July 24, 1928, injected 10 
mg. of sodium gold thiosulphate intramuscularly. The 8 year old patient 
was unwilling to subject himself to intravenous medication, and I could 
not persuade him to do so. I found that there is little or no local reac- 
tion to the drug when given intramuscularly. The treatment was con- 
tinued for four months, the patient receiving 10 mg. at weekly intervals. 
No other treatment, either internal or external, was given. The lesions 
faded to a great extent and the center of the patches was clear. He still 


has remnants of the disease on his arms and legs. 
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SUMMARY AND CONCLUSION 
A case of lichen scrofulosorum is reported, with a typical distribu- 
tion of the rash and with no other clinical manifestations of tuberculosis. 
Whether this disease is hematogenous or of bacillary origin, the fact 


remains that lichen scrofulosorum is a tuberculous entity. 


So far as I have been able to ascertain, the use of sodium gold thio- 
sulphate as a therapeutic measure in lichen scrofulosorum was first insti- 
tuted by myself. 

Small doses of sodium gold thiosulphate were of marked benefit in 
this case and should be given a trial. 


441 Ocean Avenue. 








PERLECHE 


A CLINICAL AND ETIOLOGIC STUDY OF ONE HUNDRED CASES * 


CLARK W. FINNERUD, M.D. 


CHICAGO 


Perléche was first described by Lemaistre,t who considered an 
organism which he called Streptococcus plicatilis as responsible for the 
disorder. His clinical and bacteriologic observations were based on a 
study of 300 cases. The disease had been recognized in various 
Kuropean countries for a long time prior to his work, and had received 
numerous popular and scientific names, among the latter, angulus infec- 
tiosus (Faulecke) and impetigo commissural (Sabouraud). It was 
believed by Sabouraud, Colcott Fox, Cole and Jadassohn,’ Lane,’ 


Smith,* and others, in view of their investigative work, to be of strepto- 


coccie origin, and at the present time, although the streptococcus has 
not been proved to be the etiologic agent, it is almost universally 
regarded as such. It should be mentioned that only in rare instances 
has impetigo been seen in patients with perléche, only with such fre- 
quency as might be accounted for on the grounds of coincidence. 
lLemaistre, who had more experience with perléche than any other per- 
son, never saw impetigo and perleche in the same person, never saw 
impetigo cause perléche and never saw perléche give rise to anything 
but perleche. On the other hand, some observers, among them Ray- 
mond and Planche, have considered staphylococci as the etiologic 
offenders. The only reference to fungi as etiologic agents in this 
or a closely related disorder that could be found was a statement by 
Schaffer,” in his textbook: ‘“wohldurch Streptokokken bisweilen 
auch durch Pilze bedingte Infektion der Mundwinkel Erwahnung 
finden.” This was brought to my attention within the past month by 
Dr. Michelson. No record for Schaffer’s authority for this statement 
could be found. 

* Submitted for publication, March 29, 1929. 

From the Laboratory of the Department of Dermatology, Rush Medical 

College of the University of Chicago. 

* Read at the Fifty-Second Annual Meeting of the American Dermatological 
\ssociation, San Francisco and Del Monte, Calif., July, 1929. 
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Perléche, in the series of cases herein recorded, was found rather 
conclusively to be caused by Fungi imperfecti, probably altogether of 
Monilia and Cryptococcus genera. 

Adequate reviews of the present status of knowledge of yeast infec- 
tions of the skin and oral mucous membranes have been presented in 
Zeisler ” 


S 


the American literature by Castellani,® Beeson,’ Shelmire, 
and others. 

Perléche is essentially a disease of children and is seen for the most 
part as an institutional one. It is generally regarded as being rather 
highly infectious. 

Within the past year numerous instances of the disorder have been 
seen in a single institution on the outskirts of Chicago, an orphanage 
which houses about 1,250 children varying in age from 4 to 13 years. 
This study has been based solely on the cases in this institution. In the 
orphanage are about 850 boys and 400 girls. The boys and girls are in 
entirely separate quarters and never so much as see each other. The 
children, for the most part robust, are well clothed, as clean as could 
be expected, and in general well cared for, considering the vast number. 
They live essentially an outdoor life and are at all times carefully super- 
vised. They have individual toilet utensils, including washstand, soap, 
toothbrush, comb, hairbrush, washcloth and towel. 

This “epidemic”’ was discovered more or less accidentally when four 
of the children were brought to the Skin Clinic at the Central Free 
Dispensary of Rush Medical College because of a scalp disorder. Dur- 
ing the routine examination it was noticed that two of them also had 


what appeared to be perleche. While taking cultures of the hair stumps, 


scrapings from the angles of the mouths of the two children with 
perléche were also planted on Sabouraud’s medium, with no particular 
reason for so doing. A week later what were apparently identical 
veasts were found to be growing in these two cultures. It then seemed 
reasonable that perléche might possibly be a yeast infection, particularly 
so in that the commissures are somewhat intertriginous areas and the 
mouth a well known habitat for such saprophytic organisms. On inquiry 
it was learned that many children in the orphanage had a similar condi- 
tion of the oral commissures. The supervisors of the institution stated 
that the disorder had been a menace there for many months, having 
heen present in varying degree, and that they would welcome its 

6. Castellani, A.: Fungi and Fungous Diseases, Arch. Dermat. & Syph. 
16: 383, Oct.; 571, Nov.; 714, Dec., 1927; 17:61, Jan.; 194, Feb.; 354, March, 1928. 

7. Beeson, B. B., and Church, J. G.: Superficial Yeast Infections of Skin 
and of Its Appendages, Arch. Dermat. & Syph. 13:643 (May) 1926. 

8. Shelmire, B.: Thrush Infections of Skin, Arch. Dermat. & Syph. 12:789 
(Dec.) 1925. 

9. Zeisler, E. P.: Monilia Infection of Tongue, Arch. Dermat. & Syph. 15: 
171 (Feb.) 1927. 
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eradication, although the children seldom complained of it. All of th 
children of the institution were examined, and a total of 108 cases 


was recorded. ‘The data contained in this article are based on a study 


of 100 of these. The material (scrapings from the angles of the 
mouth) for laboratory study was taken over a period of nearly a year, 
the children having been studied in groups, from one dormitory at 

time. Some of the children affected at the time of the first exami 
nation were later found to have recovered spontaneously, and other 
children, grossly normal at the time of the first examination, were later 
seen to be affected; so it is impossible to state the number of children 
affected in the institution during the year this study was in progress. 

The following paragraph summarizes the clinical observations in this 
group of children: 

The earliest lesion consists of a somewhat ill defined, barely visible, 
smooth, gravish-white thickening in an area the size of a pinhead or 
larger on the mucous membrane side of the mucocutaneous junction of 
the commissure and a slight erythema extending for 1, 2 or 3 mm. 
along its cutaneous side. As the lesion becomes better developed, there 
occurs a bluish-white or mother-of-pearl colored thickening of the 
mucous membrane portion of the angle of the mouth, usually in an 
ill defined area about the size of a match head; often there is a little 
less involvement of the upper lip portion of the angle than of the lower 
This is continuous with a wedge-shaped, oval, round or linear patch 
of erythematous, slightly scaling dermatitis of the skin portion of the 
commissure. Whereas, the mucous membrane usually is involved from 
before backward only for a distance of from 1 to 3 mm., the cutaneous 
area frequently extends in the fold here for from 3 to 10 mm. from the 
mucocutaneous junction. Often one and sometimes two superficial 
fissures develop in the skin portion of the lesion, extending from the 
angle of the mouth, but these apparently rarely bleed or become blood- 
crusted unless traumatized by some such procedure as the taking of 
scrapings for study. In well developed cases there may be extension of 
the described changes for nearly 1 cm. toward the center of the lips, 
the vermilion portion being grayish or bluish white and slightly thick- 
ened, wrinkled and rarely even macerated. Occasionally, small por- 
tions of this whitened epithelium can be easily detached. A_ small 
amount of crusting may be present in an active lesion. Ulcerations, 
however, apparently never occur. In lesions of long standing the tissue 
becomes slightly but definitely thickened, grayish white and sometimes 
wrinkled by superficial transverse lines or fissures in the region of the 
angle proper and the adjoining vermilion portion of the lips, but the 
area of cutaneous involvement may have disappeared. In some 
instances only the cutaneous portion of the angle of the mouth is 
involved, the grossly visible changes terminating abruptlv at the vermilion 
border of the lip or lips. In eighty-six instances, the disorder was bilat- 
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eral. In seven cases there was a slight papular element, from one to 
three or four smooth, soft papules, the size of a pinhead or larger, being 


present at one or both commissures, a characteristic which apparently 


has not been previously described (fig. 3 A, B and C). 











Al, perléche, bilateral, showing appearance of average mild or “early” 
case; B, same but with fissuring and other signs of more advanced stage; C, slight 
involvement of the left angle and more marked of right; and D, early case. uni- 
lateral, with whitened epithelium and slight dermatitis. 














lig. 2—Bilateral (21 and B) and unilateral (C and /)) average cases, showing 


common types of fissuring. 


It was impossible to ascertain with any degree of accuracy the 
duration of the disease in most of the cases. 

There were no noteworthy changes in the buccal mucous membrane, 
except as hereafter mentioned. 

A sensation of dryness must be the most common one, as_ these 
children frequently moisten the corners of their mouths with the 
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tongue, the characteristic of the disorder which is responsible for its 
name. They seldom complain of or admit the presence of burning, 
soreness or any other sensation. 

Other disorders, with their frequency of occurrence, noted in the 


100 children with perléche were as follows: pediculosis capitis, 11 times ; 


herpes simplex, 3 times; cheilitis, 2 times; Vincent’s stomatitis and 


gingivitis, 1 time; Hutchinson's teeth, rhagades and other stigmas of 
syphilis, 8 times; repaired cleft palate deformity, 1 time; ichthyosis, 
1 time; eczema, 1 time; ringworm of the scalp, 4 times; seborrheic 
dermatitis or a seborrheic dermatitis-like eruption of the face, 18 times. 
This seborrheic dermatitis-like eruption occurred with such frequency in 
these children as to lead one to believe that possibly there was some 
relationship between its etiology and that of the associated perleche. It 
was recorded in only 24 of the other 1,150 children examined, but may 





lig. 3.—The papular element encountered in 7 per cent of the cases (4, B 
and C), a symptom apparently previously undescribed; D, perléche with perléche- 
like dermatitis of the lateroposterior portion of the left nasal orifice, a manifes 
tation present in 5 per cent of the cases and apparently not previously described 
In two of these, organisms identical with those of the angles of the mouth were 


cultivated. 


have been overlooked in some, and, as stated, occurred in 18 of the 100 
children with perleche (fig. 4 4). The laboratory observations are 
discussed subsequently. In four of the cases of perléche, these sebor- 
rheic dermatitis-like patches were continuous with the involvement of the 
angle of the mouth (fig. 4 PB). 

In five of the children with perleche there was associated a derma- 
titis of one or both nares, of much the same appearance as the lesions of 
the angles of the mouth, in each extending from the mucous membrane 
of the back portion of the vestibule onto the skin of the upper lip for 
a distance of about 1 cm., the entire area of involvement being about 
the size of a finger-nail (fig. 3 DD). This was not seen in any of 
those who did not have perléche, and three of the children with this 
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nasal involvement had a history of a chronic nasal catarrh. The labora- 
tory observations in these five cases are discussed hereafter. 

Several of the children originally observed were found still to have 
clinical manifestations of the disorder throughout the year of obser- 
vation, although most of them became grossly normal within a variable 
number of weeks or months. 

Perleche was found with a little greater relative frequency in boys 
than in girls, 31 or 7.75 per cent of about 400 girls being affected and 
69 or 8.1 per cent of about 850 boys. <A total of about 8.5 per cent 
of the children in the institution had or had had the disorder within the 
vear during which this study was made. In 84 per cent of the cases 
the children were between 5 and 10 years of age. Raymond observed 
perléche in 42 of 155 children in one school and in 25 of 245 in 
another. Lemaistre found 312 cases in 5,500 children in the primary 


z 


Vig. 4—A, perléche with seborrheic dermatitis-like patch of chin, grossly 
normal skin intervening, a combination of manifestations observed in 18 per cent 
of the cases. Organisms similar to those of the angles of the mouth were 
cultivated in two of four of these instances examined. B, perléche of long stand 
ing, showing thickened, gray-white epithelium of the lateral third of the lips, 
continuous on the right with a patch of erythematous scaling and crusting 


dermatitis. (Deformity of upper lip is a surgically repaired cleft palate.) 


schools, a frequency of a little over 5 per cent. Lane observed five 
cases in one family. 

The cases were more numerous during the colder months than 
during the warmer ones. ‘The affected children were sometimes seen 
to run the tongue over the corners of the mouth, as previously men- 
tioned, and many of them seemed to have an unusual amount of moisture 
almost constantly present at the angles of the mouth, as though from 
slight seepage of saliva. 

Lane (J. E.) stated that common drinking utensils are the most 
frequent vehicles of transmission, and that the condition is also spread 
by kissing and by the use of common pencils, handkerchiefs and towels. 
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During the present study it was noticed repeatedly, almost invariably, 
that several children would scrimmage to eat of one apple or other 
piece of fruit while playing. Whatever one boy had in his possession, 
the others attempted to get. Of the numerous popular articles among 
the boys were whistles, mouthorgans and rubber toys which required 
inflation from the mouthpiece. The fighting over edibles seemed par- 
ticularly interesting, not only in that saliva was transmitted from one 
to another in this manner, but also in that organisms of the type 
isolated in these cases are said to be present in nature on raw fruit. 

The histopathology of perleche was studied by Auché in one 
case, and only banal inflammatory changes were noted. It was felt 
that one was scarcely justified in performing a biopsy at this site; so 
no such study was made in this series of cases. 

Differential diagnosis is to be mentioned in the instance of periéche, 
this apparently being a distinct clinical entity, only because of its similar- 
ity to the mucous patch of syphilis. As Lane said, no careful observer 
would confuse it with anything, save possibly such a lesion.  I[cezema, 
herpes labialis and stomatitis, however, are also repeatedly mentioned as 
being able to simulate it closely. Recently there have been two patients at 
The Central Free Dispensary with a condition which bore some simi- 
larity to perleche, the chief resemblance being that the lesions extended 
to the angle of the mouth. One was a man about 50 years of age and 
the other was a young woman, each with a patch of crusting dermatitis, 
about the size of a dime, of several months’ duration, which began on 
the skin proper and, on enlarging, approached the commissure. ‘These 
were both undoubtedly examples of some kind of infectious dermatitis 
but not perleche. 

The disorder apparently often clears spontaneously in a_ variable 
number of weeks or months, healing without scar formation. 

It goes without saving that prophylactic measures are of most 
importance in checking the spread of the disease. Various remedies 
have been suggested for the treatment of persons afflicted with it, but 
in the series of cases herein reported there was no instance in which it 
was not entirely eradicated, so far as was ascertained, by from one to 
four applications of an 8 per cent solution of silver nitrate, this being 
applied at intervals of from three to seven days. This ease of eradi- 
cation of the disorder is of some interest, in that the interdigital and 
certain other yeast infections are often remedied only with difficulty. 
\mong other suggested measures are hourly paintings for twenty- 
four hours of a 1 per cent solution of copper sulphate, as suggested 


by Kilroy, and a 5 per cent solution of chromic acid, by Auche. 


Sabouraud suggested that in addition an antiseptic mouth wash be used. 
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Miller, as reported by Lane, recorded a number of cases in which he 
was compelled to use atropine to stop excessive salivation in order to 
effect a cure. 

MICROSCOPIC EXAMINATION OF SCRAPINGS 

Microscopic examinations were made of fresh scrapings from many 
of the children, in most instances after dissolving the material in 20 per 
cent sodium hydroxide solution, but in some after fixing and staining the 
material with ordinary laboratory dyes or with Giemsa’s solution after 
the technic described by Weidman.'® It was found that only rather 
a vague idea could be had from such a procedure as to the type of 
organism which would develop on culture. Generally speaking, one 
may find round, ovoid or budding cells, which may vary upward from 
about 2 or 3 microns in greatest dimension, some of homogeneous and 
some of granular content, some containing refractile bodies, and most 
of them with double but some with single contour. Exceptionally, 
various other forms are observed. ‘True mycelium was detected in 
only four of the numerous preparations examined, and then with but 
a single to several such elements to the specimen. 

Some of the forms observed in the sodium hydroxide preparations 
are illustrated in figures 5, 6 and 7. It was found, contrary to the 
views of some authors, that small hyphal filaments were occasionally 
discernible in weli dissolved, properly lighted specimens, which later on 
culture proved to be MJonilia. At least these were regarded as hyphal 
forms. At times they were almost bacillary in size. They varied 


greatly in shape, oval, pear, oblong, dumb-bell, cvlindric, banana and 


other shapes being seen in a single cluster. They were sometimes of 
homogeneous appearance, but usually, at least with artificial ilumi- 
nation, they appeared weakly doubly contoured. They were seen more 
or less in groups, often in spaces between groups of epithelial cells or 
in the fluid just outside of a mass of epithelial cells and often con- 
tinuous with the mass. Yeast and veastlike fungi were grown in 
numerous cases in which the organisms were not definitely detected in 
sodium hydroxide preparations, and in several instances in which the 
sodium hydroxide preparations were thought to be positive, there were 
negative cultures. When the yeast or veastlike bodies are few, particularly 
if the skin is not thoroughly cleansed with ether before the scrapings 
are taken, one may have considerable difficulty in deciding whether 
such organisms are present, owing to their possible similarity in appear- 
ance to artefacts, minute oil and even air globules, blood cells altered 
by the hydroxide, cell nuclei, débris and certain of the numerous other 
possible constituents of such a preparation. Occasionally, other fungi 
are seen as contaminators in these fresh preparations, apparently 
10. Weidman, FF. D.: Laboratory Aspects of Epidermophytosis, Arch. Dermat. 
& Syph. 15:415 (April) 1927. 
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analogous to the “tramps” which occur in cultures, and their spores may 
simulate those of Cryptococcus, Monilia and similar yeast and yeastlike 
organisms. 

It was experienced that the recognition of these yeast and veastlike 
cells in direct preparations is not usually the simple matter that it is 
in the instance of the clinical entity which is known as blastomycosis 
or even in that of “intertrigo saccharomycetica” and certain of the 
other types of so-called yeast infection, nor is it so reliable. The exami- 











lig. 5.—Sodium hydroxide preparations of scrapings from cases of perléche, 
showing commonly observed variations in size and shape of cells, whether found 
to be of Monilia or Cryptococcus type on culture (magnifications varying between 
about 600 and 1,500 diameters ). 


nation of a fresh preparation is much easier if blood is not contained in 
the scraping. In perléeche, because of the anatomy of the parts affected, it 
is often impossible, however, to obtain material without getting some 
blood. In the cases of rather long standing, because of the thickening, 
one is less likely to get blood in the scrapings. This form of examination 
for the detection of these organisms is, it was concluded, of but limited 
practical value as compared to its value in the instance of certain other 


types of “veast infection” and in the various manifestations of ring- 


worm. (It is presumed that it is permissible to speak of yeast infec- 
tions as including those disorders due to Fungi tmperfecti which are 
veastlike organisms and not true yeasts. Such departure from proper 





FINNERUD—PERLECHE 463 


expression seems to be commonly employed and is convenient). Forms 


similar to many of those already mentioned have been occasionally 


noted by the writer in sodium hydroxide preparations of scrapings from 


rather a large variety of cutaneous lesions, some of which are known 


to be of other than mycotic origin. 




















Fig. 6.—Sodium hydroxide preparations of scrapings from cases of perléche, 
showing clusters of what were thought probably to be elongated hyphae. They 
were found in several cases in well dissolved preparations, along with the usual 
round and ovoid budding forms, and only in cases which on culture showed 
Monilia-like organisms. A is same field as 2B but at different focus; C and )) are 


from other cases (x 750). 


ISOLATION OF YEAST AND YEASTLIKE ORGANISMS AND GENERAL 
GROSS CULTURAL CHARACTERISTICS 
As regards these characteristics, because of the large number of cases 
and the marked variation in results, it seems practical only to summarize 


these observations. 
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Scrapings from the angles of the mouth of each child with perléche 
were transferred to plates of Sabouraud’s maltose agar and left at 
warm room temperature. Other mediums also were used in the begin- 
ning, among them wort agar and dextrose agar, but these finally were 
abandoned for use for the initial plants, as a higher percentage of 

















Fig. 7.—Sodium hydroxide preparations of scrapings from cases of perléche, 
showing in 4, B and C round and budding forms and in D hyphal forms from 
same specimen as (. The magnifications are & 1,200; 1,000; 1,500 and 1,500, 


respectively. 


positive growths occurred on Sabouraud’s neutral to slightly acid maltose 
agar. Within from two to eight days, usually from three to five, there 
occurred grossly visible, minute, whitish puncta, at first opaque, soon 
becoming white, or with a tinge of yellow, gray or brown. These 


were usually well elevated, sharply contoured and glistening, and tended 


to become confluent. Even at this early date the cultures usually 
smelled “yeasty.”” The small colonies could not be differentiated grossly 
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with any degree of accuracy from colonies of bacteria, although they 
were usually more opaque, pulvinate and glistening than the colonies of 
Staphylococci and other bacteria. Although contamination was the rule 
in the primary culture, not uncommonly a pure culture of the fungi 
was obtained at this time, due probably to the fact that the acidity of 
the mediums and the temperature (about 22 C.) employed were rather 
unfavorable conditions for the bacteria. After microscopic verification 
of a portion of a colony by a stained preparation, these ‘“‘yeast colonies” 
were transferred to a slightly acid 2 to 4 per cent dextrose or maltose 
agar slant, or both, and, in the event that the cultures then proved to 
be pure, transplants were made onto other mediums. These usually 
included maltose, dextrose and saccharose agars, glycerin and alcohol 
agars, sodium lactate agar, potato, carrot and liquid mediums. 

Cultures made repeatedly in given cases at intervals of several days 
almost invariably yielded only the same type of fungus as was obtained 
from the first culture. A peculiar fact is that only one of these two 
general varieties was isolated in any case, although in several cases one 
other yeast or yeastlike fungus was grown. It is to be admitted, how- 
ever, that all of the individual colonies grown in each initial culture were 
not examined microscopically. 

The organisms considered as of the Monilia group, five strains of 
which may possibly be more properly classified as Oidia, usually grew 
almost identically, and particularly as young cultures, on Sabouraud’s 
maltose agar and on dextrose and saccharose agars. The growth on these 
mediums was abundant, usually creamy white, but sometimes gray, 
brownish or slightly pinkish, either dry or moist, and sometimes radiat- 
ing, sometimes entire. On glycerin agar growth was usually abundant, 
dry or moist, sometimes mucoid, and gray, brown, yeilow or pinkish. 
Growth was more scanty on alcohol agar, and was light brown, yellow or 
pink, and either moist, or dry and chalky. On sodium lactate agar the 
growth was usually poor and membranous, although in several instances 
it was a thick yellowish one. On carrot and potato it was usually abun- 
dant, dry or mucoid, and gray or brownish. On liquid mediums, notably 
saccharose broth, a pellicle, either thick or thin, formed. 

The organisms of the Cryptococcus group also grew abundantly on 
dextrose, maltose and saccharose agars as white, cream colored or 
slightly brownish or pinkish entire colonies, often more pulvinate than 
Monilia. There was scanty growth, yellowish and moist, on alcohol 
and glycerin agar and little to no growth on sodium lactate agar. 
These organisms usually formed a thin pellicle on the liquid mediums 
and an abundant, moist, grayish or brownish growth on carrot and 


potato. Gelatin usually was not liquefied, although liquefaction 


occurred with several strains thought to be Cryptococcus. Young cul- 
tures of both Monilia and Cryptococcus strains, therefore, were most 
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often found to be indistinguishable grossly, usually existing as entire, 


moist, creamy white, or with but a tinge of yellow, brown, gray, orange 


or pink, colonies. On ageing, variations in color sometimes becam« 


more evident, and the growths became drier, although these last men 








Fig. 8—(Above) Recently isolated strains of yeastlike organisms in five-day 
old subcultures on Sabouraud’s maltose agar. 4 and B, Cryptococcus strains ; 
C and D, Monilia strains; E, Monilia (Oidium) strain; (below) same organisms 


respectively on slightly acid 2 per cent dextrose agar. 


tioned characteristics were more apparent in Monilia strains than in 





Cryptococcus. Radiating colonies were noted chiefly among Monilia, 
although several strains thought to be Cryptococcus showed this charac- 
teristic (figs. 8, 9 and 10). 
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Fig. 9—( Above) Old Monilia cultures on 4 per cent acid dextrose agar (from 


two to three weeks old before sealed) showing some of the common variations 


observed; (below) Monilia (Oidium) strains. 
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There were also variations in results with the organisms of both 
groups as regarded their action on serum, milk and gelatin mediums, 
but this cannot be satisfactorily summarized at this time. 


MORPHOLOGY OF CULTIVATED ORGANISMS 


All strains specially studied, twenty or more, were found to be gram- 
positive and ascus-free. 


lig. 10.—(Above) Old Cryptococcus strains on 4 per cent dextrose r, 


ae 


i 
3 


showing common variations observed; (below) Cryptococcus strains (1, 2 and 3) 


in young cultures on Sabouraud’s maltose agar for comparison with Monilia 


strains (4, 5 and 6). 


The cultivated organisms varied greatly as regarded their micro- 
scopic appearance, as disclosed in preparations stained with the ordinary 


aniline laboratory ves. \ cross-section of these variations is better 
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illustrated in photomicrographs than verbally (figs. 11, 12, 13, 14 and 
15). It was found, as apparently is the rule with fungi in general, 
that a given strain, particularly if of other than Cryptococcus type, 
varied greatly in appearance according to its age and the medium on 
which it was growing. Weidman! and others have demonstrated the 


marked variations which may occur in a single species of fungi even 


lig. 11—4, Cryptococcus, young culture, on maltose agar (x 1,200); B, 
Cryptococcus, old culture, on maltose agar, showing empty or dead cells (X 975) ; 
C, Cryptococcus, old cuture, on saccharose agar, showing no elongated hyphae 
on any medium, regardless of age (X 975); D, mixed culture of Cryptococcus 
and Staphylococcus on dextrose agar, showing proportionate size of these organ 


isms (* 750). 


under well controlled conditions. In that the majority of the isolated 


strains so studied showed similar wide and by no means uniform 


11. Weidman, FF. D.: Morphologic Variations in Ringworm Species of Toes 


followed in Primary Cultures Over Period of Years, Arch. Dermat. & Syph. 
13:374 (March) 1926 
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variations one from the other, the problem of exact classification of 
these organisms, at least on morphologic grounds, became a most com- 
plex if not impossible one. Only about forty of the strains were studied 
on rather a large variety of mediums, and the balance of the strains 
were, chiefly from their microscopic appearance in young and old 











on maltose agar, showing only round and ovoid budding forms, a common picture 
in young cultures ( 1,500); B, probably Monilia forms, although no elongated 
hyphae were noted from this strain on any medium ( 1,200); C, old culture 
of Monilia on dextrose agar, the organisms being unusually small (> 1,200) ; 
1), old culture of a Monilia strain on maltose agar, showing great variation in 


size and shape of cells ( 1,200). 


cultures on maltose and dextrose agars, simply considered as probably 
of one group or the other. 
It was found that about half of the isolated strains always grew 


only as round, ovoid and unipolar budding forms, singly or doubly 


contoured, never forming mycelium on any medium, regardless of the 
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composition of the medium or of the age of culture. These cells, usually 
round or budding, sometimes appeared hexagonal or of the shape of the 
cells of a honeycomb, in fixed and stained preparations, but this shape was 
accounted for on physical grounds, it usually being present only in 
dense and well fixed smears. These ascus-free, mycelium-free organ- 


> ul 











lig. 13.—Morphologic variations of Monilia strains. A, old saccharose agar, 
showing septate and branched mycelium, the same strain of organisms as in B of 
succeeding figure (* 975); B, old maltose agar culture of a strain with round 
conidia (*& 650); C, saccharose agar culture of a strain with ovoid conidia 
(< 975); and D carrot infusion agar culture of a strain with conidia of much 
the same appearance as the hyphae ( 975). 


isms composed the representatives of the Cryptococcus group. The 
cells often varied considerably in size in any given specimen, probably 
averaging better than half the diameter of an erythrocyte, and in 
unstained preparations were found to be either singly or doubly con- 
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toured, of homogeneous or finely or coarsely granular content, and 
sometimes containing from one to several rather highly refractile, 
motile or nonmotile bodies. (Nor was this type of yeast ever found 
with elongated hyphae in tissue. ) 

The organisms classed as Monilia were often found to be of Crypto 
coccus form in young cultures, developing mycelium only after becom- 
ing old and sometimes then only on certain of the mediums employed 

















Fig. 14.—Old cultures of strains primarily considered Cryptococcus but found 
on some mediums to develop various forms of elongated hyphae, thus classing 
them as Monilia. 4, unbranched septate hyphae, saccharose agar (X 1,000); B, 
alcohol agar medium (> 1,000) and C, saccharose broth (x 975). 


Often the cells were smaller than those of the Cryptococcus strains, 


and commonly there was a tendency to the development of more ovoid 


shapes than was usually present in the other group. The nuclei were 
eccentric and some of the cells contained vacuoles and motile bodies. On 


the other hand, many of the Monilia strains isolated showed elongated 
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hyphal filaments and even true mycelium in young cultures as well as old, 
and regardless of the medium. The conidia varied greatly in size, shape 
and other characteristics, as did the mycelial filaments. The latter were 
usually septate, thick or thin, and usually branched. As mentioned eise- 
where, in four cases organisms were isolated which showed but few 
conidia on any mediums, and in one case none, the fungus elements 
being altogether mycelial. These Oidiwm forms were grouped with the 
Monilia, as allowed by Castellani, but experimental work did not 


Fig. 15.—41, sodium lactate agar culture of same Monilia strain as in C of the 


preceding figure (* 975); B, alcohol broth culture of same strain as in 41 of 
preceding figure, showing mycelium and practically no conidia (* 1,000); C, old 
dextrose agar culture (* 975) showing thick, septate mycelium and ovoid conidia. 
Classed as Monilia because of its characteristics on other mediums; /), sodium 
lactate agar culture (* 1,000) showing branched and septate mycelium and no 
conidia on any mediums—probably an Oidium form (not included in the experi- 
mental cases). 


include these strains of organisms. Several of the J/onilia strains were 
specially studied, but these observations will be included in a later and 
more detailed report. 
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In four of the eighteen children with perléche with the seborrhe: 
dermatitis-like eruption of the chin and cheeks, scrapings for cultur: 
were taken from the red, scaling patches with the following results 
In two, no yeasts were grown; in one, a cryptococcus identical with that 
isolated from the angles of the mouth was grown; and in one, in which 
Monilia was present in the commissural lesions, a cryptococcus was 
cultivated. 

Specimens for culture were taken in two of the five children with 
perleche with dermatitis of the nasal orifices. Monilial types were 
grown from both, and in both similar organisms were grown from the 


angles of the mouth. 


BIOCHEMICAL CHARACTERISTICS 
The fermentation reactions were of value only so far as_ they 


tended toward confirming the impression gained by the cultural studies, 
Fermentation Tests * 


Monilia Strains 
Dex Lae Levu Mal Man- Galae- Raffti- Saccha- Dex Dul- Mani- 
Arabin trose tose lose tos nose tose nose rose trin cite tose Inulin 


\ 0 \ ia) OA) \ 0 0 a OA 0 
deco! decol 

\ \ a \ a \G a \ 0 
oO 0 0 0 0 
AG d AG AG 0 vv 

\ \G \ ia 0 i) 

\ OA \ 0 7) 

\ 4 0 0 \ \ 

decol decol. 
0 0 


A 0 \ Oo 


Cryptococcus Strains 


AG 0 0 8) 0 
AG AG OA 0 oO 0 


* O indicates no fermentation; OA, slight acid formation after eight days or later; 
\, strong acid formation after two or three days; AG, acid and gas formation, and deecol., 
decolorized (the color was restored by oxidation, the result of mixing with air by shaking). 
namely, that in the instance of the organisms of both the \J/onilia and 
Cryptococcus genera, apparently numerous species were present. It 1s 
possible that some of the strains employed were too old and that this 
might account in part for the small degree of action on dextrose, 
although it is equally probable that these particular strains of \/onilia 
were among those strains which do not produce gas on this medium, 
and also that some of them were of true Oidinm type, as no. 1 was 
known to be. After performing the tests on eleven strains of organ 
isms, nine of A/onilia and two of Cryptococcus, any attempt at working 


out species was abandoned. The results in the two strains of Crypto- 


coccus, however, showed some uniformity, but speculation as to species 
was not made. The accompanying table serves to show the marked 


variation in results. 
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CLASSIFICATION OF ORGANISMS 
In spite of the marked variation in the cultural and biochemical 
characteristics of the yeast and yeastlike organisms isolated from the 
lesions of perléeche in these children, in 82 of the 100 cases they were 


found to fall into two groups in almost equal proportions, namely 


Cryptococcus (sensu-lato) and Monilia (sensu-lato), according to 


Castellani’s practical classification. His classification has been so fre- 
quently reiterated in the recent literature that it does not seem neces- 
sary to review it. 

The exact classification of these organisms has been taken to be 
a task for a pure mycologist and no other. Prof. Ernst Pribram, 
until recently a professor in the department of pathology in- Rush 
Medical College and now professor and head of the department of 
bacteriology at Loyola University Medical School, has agreed to under- 
take a study of some of the strains isolated in this series of cases of 
perléche. I am indebted to him for carrying out the fermentation tests 
and for other valuable laboratory assistance and suggestions in the 


study of some of these cases. 


EXPERIMENTAL PRODUCTION OF PERLECHE IN CHILDREN 

In that it was found that perleche, as seen in this epidemic, was 
readily remedied, it was considered justifiable to attempt reproduction 
of the disease in some of the children. 

Twelve children from the institution, varying from 6 to 10 years in 
age, ten boys and two girls, were selected for purposes of inoculation 
with the organisms isolated from children with perleche, but two of 
these were later rejected for this purpose and were used as controls. 
ach had no clinical sign of the disorder and no history of having had 
it. In each of the grossly normal children scrapings were made from 
the angles of the mouth, as controls, which were planted on Sabouraud’s 
maltose agar. No fungi imperfecti of any type grew in ten of these, 
and this group was used for inoculation purposes. In one of the 
two children rejected, a creamy white, later pinkish, growth developed, 
thought to be some variety of Cryptococcus, and in the other an Ordium 
form was isolated. Nevertheless, the angles of the mouth of these two 
children were scarified, but not inoculated, and no sign of perleche 
developed, the condition being practically entirely healed when seen four 
days after the scarification. These two children thus served as controls. 
In three of the ten children, with “veast-free’” mouth angles, sterile 
cultures were obtained, while in the others, only Staphylococcus, 
Aspergillus, Mucor, Penicillium and other contaminators were isolated. 
The ten children were therefore considered proper subjects for inocu- 


lation. They were inoculated with ten different strains of organisms, 
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six of Monilia type and four of Cryptococcus, organisms isolated fron 


ten different cases of perleche, no child, therefore, receiving the sanx 


strain as any other. The normal commissures were cleansed with water 


and alcohol and searified. It was intended to produce scarification with 
out drawing blood, but slight bleeding always resulted. When all 
bleeding had ceased, a platinum needle loopful of a pure, young culture 
of a comparatively recently isolated strain of organisms was applied to 
each scarified, dry angle and this was massaged in gently with a sterile, 
smooth glass rod for from thirty to sixty seconds. The child was then 
instructed not to wash his face that night, and, beginning the following 
day, to wash regularly and to run his tongue over the corners of his 
mouth once or twice every time he thought to do so. Seven children 
were inoculated bilaterally and three unilaterally, although all ten were 
scarified bilaterally. These inoculations were carried out in two different 
groups, and each group was seen at periods of four, seven, fourteen, 
twenty-two and thirty-one days after moculation. 

“Takes” occurred in all except one instance, that of a child uni- 
laterally inoculated with a monilial strain. When seen on the fourth day 
the inoculated side was healed except for slight redness, and the other 
angle showed no gross changes. Cultures of this case taken at this 
time, as well as scrapings examined in sodium hydroxide, proved nega- 
tive. When the child was seen on the seventh day, there was no question 
about the fact that the angles of the mouth were healed and grossly 
normal. The most likely cause of this failure, in view of the results 
obtained in the other children, must have been either that the strain 
employed was a nonpathogenic one or that the chiid was improper soil 
for these organisms. In one of the other two children unilaterally inocu 
lated, the disorder was plainly seen to be bilateral on the seventh day, 
although this was not suspected at the time of first observation, the 
fourth day. The disorder was still bilaterally present on the thirty- 
first day, and all cultures, with the exception of one on the fourteenth 
day which was rapidly overgrown by a mold, have returned what has 
been considered the same strain of monilial organisms from both angles 
of the mouth. Although it is not surprising that autoinoculation 
occurred in the previously uninoculated, though scarified, commissure, it 
was interesting and of easy explanation. In the third unilaterally inocu- 
lated child, one planted with a Cryptococcus strain, the disorder remained 
unilateral and cleared up spontaneously some time between the four- 
teenth and twenty-second days, positive cultures having been obtained 
on the seventh and fourteenth days. 

In four of the seven children inoculated bilaterally, recently isolated 
Monilia strains were employed, and in the other three Cryptococcus 
strains. In five of these the disorder developed and persisted bilaterally, 


and positive cultures were still obtained on the thirty-first day, having 
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been repeatedly and almost invariably obtained prior to this time. 
Shortly after the last observation some of these patients were treated 
with silver nitrate by a nurse of the institution, who became aware of 
the treatment; so it cannot be determined how long those particular 
children would have retained the disorder. It was learned from the 
visiting nurse, however, that one child in this group who was untreated 


was still affected about two months after the inoculation. Of this 


eroup of five experimentally produced cases of perleche, the condition 


in three resulted from inoculation with J/onilia strains and in two from 
Cryptococcus. They were all fairly classic examples of the disease, as 
illustrated in figures 16, 17, 18, 19 and 20. All the physicians in the 
laboratory who saw these experimentally produced eruptions from time 
to time agreed that they were as classic examples of perleche as were 
the original cases. In one of the other two bilaterally moculated chil- 
dren, one inoculated with a Cryptococcus strain and one with a J/onilta 
strain, the “take” was unilateral in the former and the last positive 
culture was obtained on the fourteenth day, and in the other the 
“take” was clinically definitely bilateral, though the organisms were 
recovered only on the seventh day from the left side but regularly 
from the right. On the twenty-second day the left side was grossly 
normal, but the disease persisted on the right, the child having been 
last seen on the thirty-first day after inoculation, at which time organ- 
isms considered the same as those used for inoculation were recovered 


from the right oral commissure. 


\NIMAL EXPERIMENTS 

Six strains of organisms, three each of JJantdia and Cryptococcus, 
have been investigated relative to their pathogenicity for rabbits, but 
the results cannot be stated at this time, as it is necessary to repeat the 
experiments, some of the rabbits used for this purpose having been 
found to be afflicted with a disorder or disorders probably not attribu- 
table to these inoculations. 

COMMENT 

Yeast and yeastlike fungi have been repeatedly demonstrated as 
often constituting a part of the normal cutaneous flora, as well as that 
of the mouth. Some are known to exist purely saprophytically and some 
to have the power of becoming pathogenic under favorable conditions. 
In the studies of the veast flora of the normal skin reviewed, in no 
instance was so large a percentage of positive cultures recorded as was 
the case in this group of affected children. Although yeasts are com- 
monly present and cultivable as secondary invaders in the various 
dermatoses, in the literature reviewed they were not found to be present 


so consistently in any disorder or group of disorders of known non- 
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mycotic origin as is the instance in this series of cases of perleche. Ii 
is a peculiar fact that in not one of the cultures of this series of cases 
was saccharomyces recognized as being present, although it has been 
demonstrated by Greenbaum and lauder '* to be present in the normal 
skin flora in 35 of 150 persons examined. 

It is altogether probable that in some of the cases of perleche veast 
and veastlike organisms were cultivated which had no bearing on the 
disorder, and that the offending organism was missed in these particular 
instances, but the relative consistency of the cultural observations seems 
to warrant, on the grounds of percentage of positive cultures alone 
considerable weight as regards the role played by these organisms in 
perleche. No particular claims would be made for such results, how 
ever, were it not for the favorable tests as regards the reproduction 
of the disease in children. 

Yeast and yeastlike organisms are known to be capable of producing 
disease in man without being pathogenic to animals and, on the con 
trary, these organisms existing saprophytically on man, may be found 


pathogenic to animals. Benedek (quoted by White '*) does not believe 
that animal tests are valid indicators of pathogenicity of fungi found 
on man, At any rate, the animal usually is a poor substitute for man 
for the purpose of working out the role played by the organisms unde 
suspicion, there invariably remaining considerable room for etiologic 
speculation, although it is rarely possible to employ man in this capacity. 

Im that in the present study the problem apparently was already 
solved as regarded the etiologic significance of the organisms isolated 
from the cases of perleche, it having seemed justifiable to work it out 
on other children of the institution, animal experimentation at first 
seemed superfluous. It was-undertaken, however, in that this appeared 
to be a good opportunity to determine variations in pathogenicity in 
animals with /’ungi tmperfecti proved rather conclusively to be the 
causative agents in a dermatomycosis. 

rom these experiments, it seems justifiable to accredit these yeast 
and veastlike fungi with the properties essential for the production of 
what clinically is recognized as the entity called perleche. The only 


other available explanation is that these fungi are continuing to exist 


saprophytically on a ground prepared for them by the scarification, and 


that there exists an unrecognized organism, ultramicroscopic or not, 
which is plaving the pathogenic role. To reason along such lines, how 
ever, is to disregard Ikoch’s postula. The latter explanation, though 


possible, is not very reasonable, in that it is known rather definitely that 


12. Greenbaum, S. S., and Klauder, J. V.: Yeast Infections of Skin, Arch 
Dermat. & Syph. 5:332 (March) 1922. 

13. White, Cleveland: Superficial Yeast Infections of the Glabrous Skin, 
Arch. Dermat. & Syph. 18:429 (Sept.) 1928 
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many of the yeasts saprophytic on man can, under favorable condi- 
tions, become pathogenic. Sabouraud’s view on this subject, quoted 
by Mitchell,’* must, of course, be given considerable weight; he stated 
the belief that many of the intertriginous eruptions of supposed mycotic 
origin were in reality due to a streptococcus, the fungi existing in these 
areas being only saprophytes. 

Curiously, and contrary to the results of most observers, and probably 
because of the mediums and temperatures employed, streptococci were 
rarely recognized in the cultures from this series of cases of perleche. 

Perleche, in this study, has run true to the form of cutaneous clinical 
entities of known mycotic origin as regards etiology. ‘That is to say, it 
apparently is caused by organisms probably closely related but of differ- 
ent genera. It follows that still more numerous are the species that are 


capable of producing it, and it would not be surprising to learn in the 


near future that even other families are sometimes responsible for it. 
As illustrative of other dermatomycoses analogous to it as regards 
etiologic multigenera might be mentioned thrush, which Castellani and 
others have found to be caused not only by Oidium albicans, as generally 
regarded, but by fungi which botanically are far apart from each other, 
belonging not alone to separate species but to numerous genera and 
even different families. He personally has found thrush caused by 
Fungi tmperfecti of the genera Monilia, Oidium, Cryptococcus and 
Hemispora, and Ascomycetes of the genera Saccharomyces, Willia and 
Endomyces, to say nothing of the more numerous species. He and 
others have found intertrigo blastomycetica, including the interdigital 
clinical entity, caused by Saccharomyces, Monilia and Cryptococcus 
genera and have found that blastomycosis (cryptococcosis) epidermica 
alba and rosea may be due to organisms of those same genera. [ven 
blastomycosis, as described by Gilchrist, has been proved to be caused by 
organisms of differing genera. Similar observations are the case in 
mycotic onychia, paronychia and other types of yeast infection. What 
holds true in this regard for the yeast and veastlike fungi has been 
proved in no uncertain terms in the instance of the various types of 
ringworm infection, it being well recognized that each of the various 
clinical types of ringworm may be produced by numerous genera and 


species of “ringworm” fungi. 


SUMMARY 
One hundred cases of perleche were studied symptomatically and 
etiologically. 
In addition to the well recognized symptoms of the disorder, some 
cases were found to be partially of papular character; some were associ 


14. Mitchell, J. H., in discussion on White, C. J.. and Swartz, J. H.: Crypto 
coccosis Epidermica, Arch. Dermat. & Syph. 18:704 (Nov.) 1928 
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cated with a seborrheic dermatitis-like eruption of the chin and cheeks 
an eruption encountered with greater relative frequency in children with 
perléche than in others, and there was some ground for the assumption 
that the two disorders were etiologically related ; and some were associ- 
ated with a disorder of the nasal orifices, which appeared somewhat 
analogous to perléche, a condition believed also to be with probable 
relationship. 

Cultures were made on various mediums of scrapings from the 
angles of the mouth of all the affected children and in 77 per cent 
of the 100 cases organisms believed to be either Cryptococcus or true 
\Monilia were isolated. In five other cases organisms thought to belong 
to the genus Oidium were cultivated, organisms which for reasons 
mentioned were also classed with JJ/onilia. In that it was not always 
possible to say, with the methods employed, whether a given strain of 
organisms was a cryptococcus or a monilia, the exact percentage of 
cases apparently produced by these respective types cannot be stated, 
hut apparently they were encountered in almost the same frequency. 
Little attempt was made to work out species because of the large num- 
ber of strains isolated and because this appeared to be a problem for 
an expert mycologist. 

In nine of ten children, a disorder clinically identical to perleche was 
produced experimentally with organisms of Cryptococcus and Monilia 
strains, organisms which had been cultivated in pure culture from cases 
of perleche, a disorder which was not short-lived in most instances, and 
from which organisms of the type used for inoculation were repeatedly 
recovered in pure culture. 

Tests of pathogenicity of these yeast and yeastlike fungi for animals 
had not been satisfactorily completed at the time of this report. 

No absolute claim is made for these organisms as being etiologic of 
perleche, but the observations seemed worthy of record, and it is hoped 
that they will add acceleration to the present momentum as regards the 
study of the role played by veast and vyeastlike fungi in various 
dermatoses. 

CONCLUSIONS 

IKoch’s postula having been repeatedly fulfilled, it would seem fair, 
in the event of proper confirmation of this study, to consider perleche 
a member of the group of “superficial yeast infections” of the skin, a 
dermatomycosis caused by closely related organisms. 


In perleche, as is true of many fungous disorders, a clinical entity 


apparently is produced by organisms which, though closely related, are 


of differing families, genera and species. 
Although to disregard these observations is to dispute the value of 


the highly regarded postulates, there is logic to the view of Sabouraud 
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and others which would tend to accredit the true etiologic role in such 
disorders to bacteria and the minor role to the fungi. 


These yeast and yeastlike fungi, probably commonly existing sapro- 


phytically, are probably, if of etiologic importance, facultative pathogens 


which, for some reason, have become virulent, else the disorder would 
not usually be seen as an epidemic or endemic institutional one. 

The organisms responsible for perleche may possibly be found to be 
of etiologic significance in the frequently associated seborrheic derma- 
titis-like eruption of the chin and cheeks and also in the infectious 
dermatitis-like eruption of the nasal orifices. 


25 Kast Washington Street. 


ABSTRACT OF DISCUSSION 

Dr. Marton B. SULZBERGER, New York: I should like to call attention to 
certain as yet unpublished experiments which seem to have some bearing on the 
interesting and exhaustive research of Dr. Finnerud. Dr. Finnerud mentions that 
he was rarely able to grow streptococci in his cases of perleche. In this connec- 
tion, the work undertaken by Dr. Jordan in Professor Jadassohn’s clinic during 
my stay in Breslau is of some interest. Dr. Jordan found that by employing 
finer and finer culture methods for demonstrating streptococci, the positive results 
hecame more and more frequent. Finally, with the finest method used, one which ts 
known as the Griffon-Balzer method, and which is recommended by Sabouraud, 
streptococci could even be isolated from the normal skin of practically all persons. 
This appears as a surprising and important fact. The demonstration of strepto 
cocci by this method no longer seems to prove their etiologic significance for a 
given disease, for they can also be found on skin which is not diseased. Ii, 
however, streptococci are present in such numbers or in such a form as to be 
demonstrable with other less finely adapted methods, such as the usual culture 
methods of Haxthausen or Lewandowsky, it seems to me to be justifiable to con 
sider them as possible pathologic agents. This is, of course, particularly true 11 
pure or almost pure cultures are obtained. 

The medium and cultural conditions generally employed by Dr. Finnerud would 
probably allow the streptocecci to be overgrown by the fungi present. lormer 
investigations, for instance those of Sabouraud and those from Professor Jadas 
sohn’s clinic in Breslau, have shown streptococci to be a fairly constant observa 
tion in perléche, even when Lewandowsky’s method is employed. Should it now 
be seen that both Dr. Finnerud’s fungi and streptococci are present practically 
constantly, the question of whether one or both, or whether either of these microbes 
was the pathologic agent would still be unanswered. In this event the expert 
mental reproduction of perléche as has been carried out by Dr. Finnerud is a 
strong argument in favor of the role of the fungi. 

Dr. H. R. Foerster, Milwaukee: I wish to refer to the seborrheic dermatitis 
like eruption which Dr. Finnerud mentioned. I have observed this condition, or 
a similar one, in children without evidences of perléche and usually without other 
evidences of seborrtieic dermatitis. This condition is a mild dermatitis occurring 
in small irregular patches with a moderate amount of furfuraceous scaling, and 
it responds to fungicidal applications. Osborne and C. White have found yeast 
like organisms in scrapings from lesions diagnosed as seborrheic dermatitis, and 
those lesions may have been of a similar type. The thought occurred to me also, 


after reading Dr. Finnerud’s paper, that in view of the prevalent belief regarding 
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the streptococcus as the etiologic factor in perléche, it might be worth while fo 
Dr. Finnerud to reexamine some of these cases, planting his scrapings on cultur 
mediums especially favorable for bacterial growth and under favorable tempera 
ture conditions. I believe this is in line with Dr. Sulzberger’s thoughts as just 
expressed. All will agree that Dr. Finnerud has done a noteworthy piece oj 
work and has made an excellent presentation, and it is to be hoped that his 
observations will receive corroboration in further investigations. 


Dr. Joun E. Lane, New Haven, Conn.: Dr. Finnerud has made good use 
of a rather exceptional opportunity for studying this disease, in the fact that he 
had an epidemic of it in an institution in which patients could be frequently 
observed and the condition controlled. Ordinarily, if we wish to see this disease 
we have to hunt for it with a good deal of persistence. It seems certain that 
Dr. Finnerud has proved that the fungus has caused this disorder in his cases. 
He has reproduced it and recovered the fungi from the reproduced lesions. It 
is, however, possible that the same clinical picture may be made by some other 
organism. The mother of pearl appearance here, I think, is not characteristic of 
fungi, although we see it in fungus infections, particularly between the small toe 
and the next one in ringworm of the feet, but we also see it in streptococcic 
intertrigo in many localities. The location rather than the causative organism 
may account for the color. Dr. Finnerud, I think, did not make any particular 
search for streptococci. I imagine that they were also present, for in all other 
studies on perléche the streptococcus was always found. There were other organ- 


isms, but there was never any difficulty in finding the streptococcus. 


In the cases I had a number of years ago, about forty in all, the streptococcus 
was constantly present. I did not have an opportunity to attempt to reproduce 
the disease, for the dispensary patients could not be followed up. I was unable 
to reproduce the lesions on the lips of guinea-pigs. 

In regard to the seborrhoic eczema-like lesions on the cheek, I wonder whether 
they might not be what Sabouraud calls furfuraceous impetigo. That also is 
caused by a streptococcus, according to his observations. 

In my cases I did not make any cultures for fungi, but in numerous scrapings 
that were made I found no fungi. 


Dr. Harotp N. Core, Cleveland: I was much interested in this work and 
realize it has taken a great deal of time. I think we will all have to admit that 
in 100 cases of perléche Dr. Finnerud has found the cryptococcus and fungi, and 
I wonder, if in the same 100 cases he had made cultures for streptococcus and 
found it, what inference we would have drawn. We must remember that the 
corner of the mouth is an excellent field, and that there are always streptococci 
in the mouth. Although I admire the work very much, I think we should be a 
little hesitant about drawing too broad conclusions. 


Dr. WitttAm H. Guy, Pittsburgh: I wish to congratulate Dr. Finnerud, 
for apparently the postulates of Koch were fulfilled in this particular group of 
cases. Many careful investigators, including Professor Jadassohn, have uni- 
formly found a streptococcus and no fungi. Dr. Finnerud has recovered the 
fungus in his cases and has reproduced the disease and recovered the fungus 
from the experimental lesions. This should settle the question of etiology so far 
as this particular group ts concerned. However, it is not unlikely that while 
this particular endemic group were due to fungus infection most cases are 
streptogenic—in other words, that the same clinical picture may be produced by 
different types of infection. 
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PROFESSOR JADASSOHN, Breslau: I agree with Dr. Lane, and must say that 
in Berne and in Breslau I did not find any such endemic of perléche. Of course 
such an endemic offers especially favorable conditions for such examinations. | 
can add, nevertheless, that in Berne we examined many cases of perléeche, but 
the cases we had were always isolated ones, or sometimes two or three children 
together, and we found, I cannot say in all cases but in many, the streptococcus. 
We found this coccus by two methods: the method of Sabouraud and that of 
Lewandowsky. The latter method is not so fine as that of Sabouraud, but per- 


haps it is the best method for our clinical work because we then find streptococci 


in all the cases in which we have a right to believe that they have a pathologic 
significance. Sabouraud’s method seems even too fine for this purpose. I have 
never believed that the streptococci were proved as the cause of the perléche. 
We did not make examinations for yeast or other fungi, for the purpose of the 
investigation was to find whether Sabouraud was right in stating that it was a 
streptococcic disease. In Berne and Breslau, perléche and impetigo are not fre- 
quently seen in the same patient. When an epidemic of impetigo is established 
in the poorer population or among children in a school, then it is possible that 
some cases of perléche may also occur in these subjects. I cannot remember that 
| have seen cases of perléche and impetigo associated, but it is, of course, pos- 
sible as a coincidence. I think the results of such investigations might be different 
in different localities. 

We tried also to repeat the examinations of Sabouraud in pityriasis simplex 
faciei. Sabouraud was, and still is, | believe, of the opinion that it is a forme 
fruste of streptococcus impetigo, but with the method of Lewandowsky we could 
not find streptococci in this disease. 


Dr. JAMES Herbert MitcuHeti, Chicago: I have been much interested in 
this intertrigo. I have seen a number of cases, and since Dr. Finnerud has been 
working on it, I have been particularly interested. There was one case in an 
adult which was mentioned in the paper. The patient was around the clinic and 
| had him come to my office where I spent about an hour with him. I started 
out with superficial cultures and then went down to the point of bleeding. | 
inoculated a large number of tubes and used the method of Benedek, which con- 
sists of & per cent instead of 4 per cent sugar. All the cultures were negative. 
In several children of similar type I was unable to find the organism. During 
the last few weeks I had a man with the white, macerated fissures in the mouth, 
and on the left side of the upper lip there was a cellulitis. I was particularly 
interested because the cellulitis was of the type one expects to result from a strep- 
tococcus, but in that case I was unable to get any yeastlike organism in half a 
dozen trials. There were a few colonies, but nothing was proved by their pres- 
ence. I am inclined to the belief that in perléche as in ringworm of the feet and 
in intertrigo of the large folds of the body, totally different organisms may pro 
duce similar clinical manifestations. 

Dr. Joun FE. Lane: In regard to the connection between impetigo and per 
léche, one of the most striking things is that impetigo is almost never seen in 
these children with perléche although they usually are dirty children in whom it 
would be expected. In my group there was not a single case of impetigo, as 
was also the case in Dr. Finnerud’s. 

Dr. FrRaANcIS EUGENE SENEAR, Chicago: I wish to relate an experience 
which is exactly the opposite of Dr. Mitchell's. At the Minneapolis meeting last 
year I was told of the work Dr. Finnerud was doing, and when I returned home, 
one of my colleagues told me that an elderly and obese woman had come in with 


typical perléche. He showed me at that time a pure culture of Monilia which he 
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had recovered. He had placed the patient on gentian violet therapy before | 
got back, and she recovered so quickly that there was no chance for further 
investigation. 

Another phase of the paper which I think is interesting is the seborrhei 
dermatitis-like lesions of the face, which Dr. Finnerud described—a_ condition 
that has been written about a number of times as furfuraceous impetigo. Last 
year there was a long paper in an English journal calling attention to the neglect 
which has been accorded that feature of the etiology. I took occasion to look 
over our American texts and found little recognition of the condition as an entity. 
I think that this collateral observation of Dr. Finnerud’s is important, since it 
seems to indicate that this apparently dry seborrheic dermatitis which some 
people try to make impetigo may well be of fungus origin in a certain proportion 
of cases. 

Dr. GEORGE MILLER MacKee, New York: This is an important contribu 
tion because it gives the probable etiology of perléche, or at least one type of the 
disease. | have for some time suspected this possibility owing to the fact that | 
have noticed perléche as a frequent concomitant of fungus eruption of the face 
and other parts of the body. It would seem from Dr. Finnerud’s work that we 
can conclude that fungi may be and probably are the cause of some cases of 
perléche. But just what is perléche? I have been in the habit of calling any 
lesion at the commissure that was not definitely something else, such as psoriasis, 
syphilis, ete., perléche for lack of a better name. I do not know whether this can 
| 


ception of perléche, and that it is due to more than one cause—both bacterial and 


e permitted or not. It does seem probable that we are to have this broader con 


mycotic. I say this because my therapeutic results have not been the same as 
Dr. Finnerud’s and those of other men. Dr. Finnerud’s article, I think, states 
that this type is easily cured. Most of my cases have been in adults and I have 
had great difficulty in curing them. I have tried sulphur, mercury, silver nitrate, 
gentian violet and many other remedies. Further investigation may prove that 
we have a certain group due to fungi, a certain group due to pyogenic organisms, 
and some to both, while in others the mouth spirillae may be the etiologic factor. 

Dr. DouGiass W. Montrcomery, San Francisco: The upper lip stands out 
forward while the lower lip cuts in under, and so a groove is formed downward 
and backward from each corner of the mouth. We have had cases in elderly per- 
sons in whom this groove was deep and constantly moist with saliva. This I 
suppose would constitute a kind of perléche. Such an intertrigo occurring in a 
natural anatomic exacerbation of this groove is difficult or impossible to cure. 
It may or may not be infected with streptococci or a fungus. In these cases the 
anatomic feature is the chief factor; the micro-organism is subsidiary. 

Dr. StGMUND PoLtitzerR, New York: I wish to call attention to the fact 
that of fungi the imperfecti monilia is an organism of wide distribution. It is 
found on apparently normal skin in a large percentage of persons. It is a sapro 
phyte of wide distribution, and therefore a conclusion drawn from the presence 
of \Jonilia anywhere should be drawn with great caution. Dr. Finnerud’s work 
seems to establish a large probability that J/onilia is the cause of the perléche 
in the cases he has examined, but it seems to me it does not definitely prove the 
etiologic connection of MWonilia with perléche, for the inoculations were made 
with cultures which did not exclude the presence of streptococci along with 
Vonilia. He may have inoculated streptococci along with \/onilia that grew with 
the culture, but not with sufficient abundance to be noticeable. I do not desire 
to criticize this work, but wish simply to call attention to the fact that J/onilia 


is so commonly found in conditions in which there is not the slightest evidence 
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of clinical disturbance as the result of the growth of MJonilia, that one should be 
cautious. Monilia is found even in such cases as Dr. Frost described. It was 
present in the stools in that case, although I think he made no such report. The 
frothy stools are an indication of its presence. 

Dr. Frep D. WeEtpMAN, Philadelphia: What I have to say is largely repe- 
tition of what others have said, but it is the coordination of these items that leads 
me to support Dr. Finnerud in his claims. Dr. Mitchell used the term intertrigo, 
which perléche is. At the Golden Jubilee meeting of this organization I stated 
that I thought we should call all interdigital toe inflammations intertrigo until 
definitely proved fungal or otherwise, and I think this condition in the mouth is 
analogous to that of the toes. That at once leads to the remarks of Dr. MacKee, 
namely, that perléche is but a clinical entity, and that we should not jump to the 
conclusion that the streptococcus is the only thing that can cause it. Again we 
recognize this also in intertrigo of the toes. In one case it is due to Epidermo- 
phyton and in other countries and other patients to other genera. 

Similarly, with perléche, we cannot exclude monilias and other organisms 
simply because Sabouraud established streptococci. As indicated by one of the 
discussors, it happened to be J/onilia that was constantly found in this group, 
and the recovery of this organism of itself was not sufficient to incriminate it, 
but Dr. Finnerud settled this objection by auto-inoculation—two successful takes 
and two controls. That brings up the only remaining question, i. e., whether the 
cultures were pure. The common pathogenic streptococci do not grow well on 
the ordinary mediums, much less on the conventional fungus mediums which are 
so highly acid. It is a tricky thing to grow. The streptococcus, it is true, is 
commonly enough present on the skin, as has been amply demonstrated with the 
properly prepared hormone mediums, but I take it this was not employed by 
Dr. Finnerud. Furthertnore, it is easy to check up on cultures. In the case of 
the yeastlike fungi a simple smear suffices to test out whether bacteria were also 
present. Furthermore, Dr. Finnerud employed controls; he scarified the hands 
and mouths of two children, and if the streptococcus had been present and causa- 
tive, we would expect to find the lesions reproduced. 

I think Dr. Finnerud has established a good case for Monilia in perléche, cer- 
tainly in this group of cases. Perhaps some significance can be attached to the 
fact that he was working with institutional children. Thrush, for instance, occurs 
rarely in well nourished children, although from the slides shown on the screen 
it did not appear that these children were weaklings. Perhaps Dr. Finnerud can 
tell us more about this phase. 

I should like to mention a point in technic. There is a fallacy in connection 
with yeast identification in that when there are fatty substances associated these 
substances, under the influence of potassium hydroxide, will often take on double 
contoured forms—soaps or lipoids. I learned this in working with blastomycosis 
of the brain where there was a great abundance of lipoid substance and | could 
watch the development of such double contoured structures. Before finally draw 
ing conclusions I would suggest that workers check their results by applying the 
potash solution to some fragments of brain or other lipoidal tissue. 

Dr. Josepu V. Ktauper, Philadelphia: I wish to express my appreciation 
of the spirit of investigation manifested by Dr. Finnerud in his contribution. 

Dr. CLARK W. FINNERUD: I wish to express my appreciation of the gen 
erous discussion. 

Answering Dr. Sulzberger’s question, I was, of course, quite aware of the 
observation of the streptococcus by other workers, but in this study mediums and 


temperatures which would be favorable to the growth of that organism inten 
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tionally were not employed. However, occasionally streptococci were grown 


room temperature on the fungus mediums. 

The lesions of the angles of the mouth in Dr. Frost's patient with JMonili 
infection of the tongue | think were probably analogous to those in my case 

In the instance of the man Dr. Mitchell spoke of, | also made cultures and 
they also were negative. That case clinically was not perléche. In the text of 
this article | have mentioned it under differential diagnosis. There was no pri 
mary involvement of the angle of the mouth in this case. It began on the skin 
of the left side of the chin and on enlarging approached this commissure as 
coin-sized patch of crusting dermatitis. He was treated for the same type oi 
infectious dermatitis on the cheek and the back of the neck at the dispensary several 
months previously. 

[ am particularly grateful to Dr. Weidman for his suggestion and correction 
concerning the bodies seen in the sodium hydroxide preparations, which were 
taken to be elongated hyphae \s I mentioned in my paper, | put little confi 
dence in this type of examination for the identification of these organisms, in 
that even after careful cleansing of the parts with ether many artefacts capabl 
of simulating the yeast cells may be in evidence. 

Generally speaking, the children are well cared for at this institution and are 
well nourished. 

Phe cultures used for inoculating the children were presumed to be pure 
These subcultures were checked repeatedly by smears stained with the ordinary 
aniline laboratory dyes. 

| perhaps did not make myself clear concerning the controls. The two chil 
dren with monilia-cryptococcus-free angles of the mouth were scarified but not 
inoculated, so that any saprophytes in the mouth might have ample opportunity 
to grow. These children therefore served as fair controls. 

The anatomic feature mentioned by Dr. Montgomery | believe to be important 
I have often noticed that in the majority of children with perléche the upper lip 
is more overhanging at the corners than in the nonaffected children and also that 
in these children there is considerable drooling of saliva at the corners of the 
mouth. 

There perhaps is a condition which clinically is about the same thing, such 

Dr. MacKee deseribed, but which responds much more stubbornly to therapy 

I realize, of course, that the etiology of perléche is not proved beyond ques 


tion, and | am as uncertain and as curious in many respects as any one. 
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Last vear, under the title “Lipid Studies in Nanthoma,” we pre- 
sented before the American Dermatological Association the results of 
our investigations concerning the chemical nature of xanthomas, the 
relation of circulating blood fat to the development of these tumors and, 
more particularly, the alleged relation of a circulating cholesterolemia 
as the cause of the tumor formation. We recorded, furthermore, the 
results of certain dietary regimens on the appearance and disappearance 
of the tumors. Our results were so fundamentally different from those 
previously reported concerning the nature of xanthomas that it was 
suggested that additional work on more cases would seem desirable to 
substantiate further our conclusions. 

During the past vear, we have been able to make additional observa- 
tions on one of our previously reported cases, and we further had the 
opportunity of studying over a considerable period of time a most 
unusual example of familial xanthoma occurring in two sisters 


rom our original studies on three cases, it will be recalled that we 


not only made careful examinations of circulating blood fat according 


to the most modern methods for the determination of lipids, but also 
subjected large amounts of xanthomatous material to searching chemical 
analyses to determine the total lipid content of the tumors, and the 


amount of cholesterol present in the total lipids. 


* Submitted for publication, March 29, 1929. 
Read at the Fifty-Second Annual Meeting of the American Dermatological 
\ssociation, San Francisco and Del Monte, Calif., July, 1929 


*From the Department of Dermatology and Syphilology and the Department 
of Physiological Chemistry of the University of Michigan Medical School 
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In a paper presented in 1926, two of us (H. C. E. and U. J. W.) 


had determined the lipid content of normal epithelium as well as its 
cholesterol content. In this study, it was shown that of the total 


lipid content found in the epithelium, cholesterol existed to the extent 


of 20 per cent. Our analysis of xanthomatous tumors showed that 
cholesterol existed only to the extent of from 1.5 to 2 per cent of 
the total lipids. The cholesterol content, therefore, of xanthomatous 
tumors is only 10 per cent of that occurring in normal epithelium, and 
about © per cent of the normal cholesterol present in the lipid content 
of blood. 

We were further able to show that xathomatous lesions could occur 
in the complete absence of demonstrable high cholesterol values in the 
blood. 

We concluded from our preliminary studies that the lesions of 
xanthoma do not appear to be due primarily to cholesterol, as this lipid 
occurred in the lesions in a normal value with increasing amounts cf 
other lipids. 

The high cholesterol content of the blood occasionally found in 
lipemias, such as in diabetes, we believed to be an associated factor of 
the disordered fat metabolism occurring in that disease, and not the 
primary cause of the xanthomatous lesion. 

Concerning the effect of diet on the appearance and reappearance of 
xanthomas, our studies led us to conclude that when diabetes was absent 
a marked increase in ingested fat in no way influenced the formation or 
growth of xanthomatous lesions. In the presence of diabetes, a high 
amount of ingested fat did not in itself affect the growth and develop- 
ment of the lesions, which were apparently dependent of the disordered 
fat metabolism in association with the diabetic state. Moreover, in some 
cases, in which the diet was particularly high in fat, the xanthomatous 
lesions could be made to disappear when the total amount of calories 
was low. 

The diabetic case observed further is case 1 in our original com 
munication, in which it may be remembered we were dealing with a 
diabetic patient whose father also had diabetes. The patient was com- 
pletely covered with a large number of xanthomatous lesions, which 
had existed for five years previous to his admission. The lesions were so 
large over the sites of predilection—knees, elbows, ete.—that they 
seriously interfered with the patient’s comfort. Ele was found to have 
severe lipemia, showing as high as 2,700 mg. of fat per hundred cubic 
centimeters in a fasting test. Of great interest in this particular case 
is the fact that although the total blood fats were increased over eight 
times the normal amount, the cholesterol values never exceeded 332 mg., 


or only twice the normal. The patient was placed on a diet below main- 
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tenance, during which time the xanthomas receded markedly together 
with a loss of body fat. He continued, however, to have a circulating 
lipemia. A diet now directed toward the control of the glycosuria 
resulted in making him sugar-free with a marked diminution of the 
circulating fats as well as a continued resolution of the xanthomatous 


lesions. 








Fig. 1.—Diabetic patient, showing complete involution of the lesions. 


Resumption of a normal diet again resulted in the reappearance of 
the xanthomas. 


During the past year, this patient has been kept on a maintenance 


diabetic diet, under which regimen the condition had so completely 


involuted that it was difficult to say that he ever had xanthomas (fig. 1). 
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\s may be seen from table 1, the condition remained completely 
involuted over a period of six months. Then came an interval of thirty 


days during which his wife was ill, when he was unable to follow a 


diabetic diet, and he noticed immediately the appearance of three 
xanthomatous lesions. At this time an estimation on the blood fat 
showed a lipemia of 5 . The reappearance of the tumors was 
coincident, moreover, with a gain of 5 pounds (2.3 Kg.). A resumption 
of his diet at the end of the thirty days again resulted in loss of weight 
and the disappearance of the lesions. 

Ile was again seen a few weeks ago, when it was noticed that he 


had a few xanthomatous lesions on the elbows, and he again confessed 


TABLE 1.—kEffect of Reduction in Diet on Diabetic Patient, Together with thi 
Blood Liptds and Blood Cholesterol 


Urinalyses 
While on 
Diet Total Blood 
Blood Choles 
Car Days Dia Lipid, terol, 
bohy- . f on Dex- __cetie F fYeet on Effecton Mg. per Mg. per 
drate n. Diet trose Acid Tumors Weight 10 Ce. 100 Ce¢ 


100 . 2.5 180 (—) (—) Complete No change 1,175 225 
involution: 
all tumors 
replaced by 
scar tissue 


Unmeasured diet 3 Reappear Gained 
of three 5 pounds 
tumors 


egimet 150 ) Reappear Slight 


Broke the dietary 1 
gain 


intermittently ance of 
numerous 
lesions 


Involution Slight 


of tumors loss 


to having broken his dietary regimen. Estimation of the blood fat at this 
time showed 2,780 mg., cholesterol, 313 mg. At the time this article 
was written he was observing a strict diet, the lesions had disappeared 
again and the last estimation of the blood fat showed 1,150 mg., and 
252 mg. of cholesterol. 


ur further observations on the diabetic patient, therefore, com- 


pletely substantiate our original observations in that the appearance and 


development of xanthomatous lesions were dependent on a disordered 
fat metabolism incident to the diabetes. We were again able to deter- 
mine in the existing lipemia a marked disproportion in the increase of 
neutral fats over cholesterol, the proportion being, as shown in our 


original communication, about 8 :2. 
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REPORT OF CASES 


Our present study was made on two sisters, aged 7 and 8 (figs. 2 and 3), 
whose histories are briefly summarized as follows: 

Case 1.—Katherine L., aged 8, was one of seven children, aged 10, 7, 6, 4, 2 
and 1 year, respectively. One of her sisters, aged 7, was brought to the hospital for 
a condition similar to that of the patient. In the family history there was 





Fig, 2—Xanthoma occurring in sisters. Note the symmetrical distribution. 


nothing of any import bearing on the child’s condition. There was no history 


of diabetes in either parent or in any other member of the family. Urinalyses were 


made on both parents at the time of the child’s admission, and no reducing sub- 


stance was found. Blood sugar determinations on both parents were also found 
to be within normal limits. There was nothing in the child’s birth or past history 
which bore on the present condition. One and one-half years previous to the 


patient’s admission, small, yellowish growths, the size of a pinhead, appeared on 
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the elbows. These increased slowly in size over the extremities and trunk, and 
at no time caused any symptoms. On examination, the child was shown to be 
well nourished and of normal appearance except for the cutaneous lesions 
(figs. 2 and 3). Over the knees, in the gluteal cleft, over the achilles tendon. 
m the elbows and in the popliteal spaces on both sides were typical xanthomatous 
tumors, varying in size from that of a small pea to that of an olive. These 
tumors had the characteristic saffron-yellow color and soft consistency of early 
xanthomas. Very noticeably in the distribution of the lesions was the fact that 
except for two small lesions, the size of a pinhead, on the outer side of each 
knee, all of the xanthomas were located posteriorly. The rest of the physical 
eXamination gave negative results. The consistency of the lesions was rather soft, 
indicating that a small amount of secondary fibrosis had taken place. The largest 





lig. 3.—Xanthoma occurring in sisters. Note the symmetrical distribution. 


lesions occurred over the olecranon and over the buttocks, in which location they 
reached the size of a pigeon’s egg. 

Case 2.—Marie L., aged 7, had a past history that was the same as that of the 
older child. Two years previous to her admission, or six months before the onset of 
the disease in the older child, the lesions occurred on the elbows, increased slowly 
in size and gradually appeared on other parts of the body. The examination of this 
child showed a most startling similarity in the distribution and size of the lesions 
to those which occurred on the older sister. The exact symmetrical distribution 
is shown in figures 2 and 3. It may be seen from these that the lesions were 


precisely in the same location as those in case 1, except for a few which existed 


on the back of the neck, on the left forearm and on the dorsum of the left hand. 
Otherwise, no difference existed in the two, and the lesions had the same ccn- 


sistency and color. 
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Both children were admitted to the hospital for study. Examinations of the 
urine in both at no time showed reducing substances. As in our previous study, 
investigations were carried out on the chemical analysis of the tumors, on the 
blood fat under conditions of fasting, and with diets in which fat was increased, 
as well as on diets low in calories. In addition, dextrose tolerance tests were 
carried out, and careful estimations made of the blood sugar during fasting 
as well as under conditions of normal diet. For the purpose of tumor analysis, 
the larger lesions over the elbows were excised and carefully analyzed, accord- 
ing to the method of Windaus, for their total lipids and their cholesterol content. 
Table 2 shows an exact corroboration of the chemical analysis of the tumors 
which was reported in our earlier communication. From table 2 it may be seen 


TABLE 2.—Chemical Analysis of Xanthomas and Normal Cholesterol Values 


Chemical Analysis of Tumors 


Total Percentage of Percentage of 

Lipids, Cholesterol Cholesterol 

Patient per Cent in Lipids in Tumor 
= ; ciate 15.4 12.9 2.0 
Serer Siueieaes 10.9 11.1 1.2 


Normal Cholesterol Values in Man Per Cent 
Of total lipids in blood....... lavehneaned ae BaP ; 30.0) 
Of total lipids in epithelium... ey A ms er : ; me 

Of total lipids in subeutaneous fat... ere pasate 1,25 


) 


TABLE 3.—The Effect of Various Diets on XNanthomatous Lesions in Kk. 


Diet 
N Calo- Weight, Blood Fat, 


Pro- Carbohy- ries, Pounds Mg. per 100 Ce. 
tein, Fat, drate, Num- - . 
Date Gm. Gm. Gm. ber + ae M. L. oe M. L. Effect on ‘Tumors 


July 3 to 9 70 150 100" 2,030 533 5 383 133) Increase in hardness; 
Z do: color deepened to 
orange-yellow 
July 10 to 17 5 Oe 172 538% By 1,3 soo) No change 


July 18 to 25 : 53 5 noua No ehange 


July 27 to seginning involution 
August 6 

\ugust 7 to 10 House diet 2,500 2 re Increase in size, firm- 

to 3,000 52! ness, and depth of 

eolor of all tumors 


Plus an unknown number of calories obtained surreptitiously from other patients 


that, as before, the total lipid content of the tumors was approximately 11 per cent. 
The cholesterol values in the tumors were identical in both cases and again were 
comparable with those in our three previously reported cases in about from 1.5 
to 2 per cent of the total content of the tumor. An analysis of the blood showed 
a striking change in the presence of lipemia in both instances. 

The patients were under our observation about six weeks. During this time, 
investigations were made on the effect of diet on the circulating blood fat, on the 
xanthomatous tumors and on the weight of the patients. The basal twenty-four 
hour calories of both patients were determined to be 980 and 960, respectively. 
The patients were then placed on a diet of 2,030 calories, which was evidently 
well above their maintenance need. On this diet, we witnessed an increase in the 
hardness of the tumors, and a deepening of their color (table 3). The patients 
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were then placed on a diet of 1,172 calories for a period of seven days. On this 
diet there was no loss in weight; so the diet was further reduced to 500 calories. 
and while on this diet we found that the patients had been receiving peanuts, fruit 
and food from the other patients’ trays. They were then strictly confined to their 
room, and were placed on a diet of 413 calories. For the first time, we noticed a 
definite reduction in weight, and the blood fat during this time fell from 1,300 
mg. to an average of 1,100 mg. per hundred cubic centimeters. During this period, 
we noticed for the first time a definite involution of the tumors. We were then 
notified that the patients had to return home; so we put them on a house diet for 
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Fig. 4.—The diabetic type of dextrose tolerance test on B.B., and the curve of 


potential diabetes in two sisters, M. L. and K. L. 


three days. It was noticed (table 3) that both patients immediately gained 
weight, and there was a definite increase in the size, firmness and depth of color 


of all the tumors. 


Dextrose tolerance studies on these children showed, to our sur- 
prise, that they were apparently in the group of potential diabetic 
patients, although at no time was a reducing substance found in the 


urine. The dextrose tolerance curves are shown in figure 4. 





WILE ET AL—XANTHOMA 497 


\We were, theretore, dealing in these two cases with xanthomas 
occurring in siblings who had an extraordinary disturbance of fat 
metabolism, apparently dependent on a potential diabetic condition. 

The results of our studies 1n these two cases, therefore, fall entirely 
into line with our original observation in diabetes and xanthoma, on 
the influence of diet low in calories as affecting the involution of 
xanthomatous lesions and in an essential lipemia as the cause of the 


distribution in such cases of the fats in the xanthomatous depots. 


CONCLUSIONS 

1. further studies on one of our original cases and additional infor- 
mation from a study of a familial form of xanthoma are herein pre- 
sented. 

2. Chemical analysis of additional xanthomatous tumors showed 
precisely as before only from 1.5 to 2 per cent of cholesterol in the 
total lipid content of the tumors, other fats being far in excess. 

3. s the cholesterol value of the tumor was far less in percentage 
than that which occurs in normal epithelium and in the circulating blood, 
some other cause must obviously operate for the development of the 
tumors than the previously accepted high blood cholesterol. 

4. A disordered fat metabolism in which cholesterol undoubtedly 
plays a part as a constituent of body lipids is apparently responsible. 
Ingested fat in no way affects the involution of the lesions. 

5. In the diabetic and potential diabetic cases, the appearance and 
involution of the lesions follow a rise and fall in circulating lipids. 

6. In the diabetic and potential diabetic forms, moreover, the lesions 
can be made to involute and even to disappear by diets low in calories ; 
they can be made to reappear and increase in number when calories are 
raised to the point above the maintenance level. 

7. Further investigation is necessary to determine the causation of 
xanthomas in cases in which lipemia as evidence of the disorder of fat 


metabolism is not demonstrable. 


8. The frequency of xanthoma in the absence of lipemia together 


with the high frequency of lipemia in the absence of xanthomas suggests 
that knowledge concerning the ultimate cause of the xanthomatous 


state is still incomplete. 


ABSTRACT OF DISCUSSION 
Dr. WERNER JADASSOHN, Zurich: In connection with the interesting paper 
of Dr. Wile, it may be permissible to mention a case of xanthoma which we 
examined in the Zurich clinic. It was a disseminated case. The xanthoma 
lesions were all as small as a pea and nearly all of follicular localization. The 
examination of the blood showed an augmentation of cholesterol and of the other 
lipids. The augmentation of the lipids was very high; I cannot remember the 
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figures, but it is certain that it was much more pronounced than that of cholesterol 
I want to mention this fact because it corresponds with the result of the investi 
gations which Dr. Wile has undertaken. 

Two facts in our case may also be mentioned; i. e., we were not able to pro 
duce new lesions by traumatizing the skin, in spite of the alterations of the blood 
What is in Europe called K6bner’s phenomenon was absolutely negative. Th« 
second fact that I would underline is that treatment of the patient with insulin 
was without effect. A report of the case will be published soon by Dr. Werner. 

Dr. ArtHUR M. GREENWOOD, Boston: At the diabetic clinic at the Dea- 
coness Hospital considerable work has been done on this subject. We have 
encountered two types of tumors, one in which crystals of cholesterol are present 
associated generally with a high blood cholesterol. In the second type the 
so-called xanthoma cells are found, and there may or may not be a high blood 
cholesterol. Analysis of the tissue of the tumor has not been done in a sufficient 
number of cases to be of value. Dr. Joslin feels that a diet of eggs may have 
something to do with the appearance of xanthomas; that the connection of such 
a diet with the appearance of the tumors is not proved but is worth investiga- 
tion. In two cases, the patients improved markedly when eggs were omitted but 
no other change were made in the diet. 

Dr. ArtHUR J. MARKLEY, Denver: I wish to ask Dr. Wile about the pos- 
sibility of the disappearance of the typical xanthoma bodies from the lesions of 
xanthoma, leaving only the fibroid-like tumor. I ask because I recently saw an 
infant, about 5 months old, who presented clinically, typical lesions of xanthoma 
tuberosum multiplex on the palms, soles, backs of the forearms, scalp and, as 
evidenced by stertorous respiration and the defective cry of the child, also in the 
respiratory tract. To me, this was a typical case of xanthoma tuberosum multi 
plex, but there was no opportunity for prolonged study. Two lesions were 
removed for microscopic examination, but in my laboratory no xanthoma_ bodies 
were found. I sent the specimens to Dr. Weidman, without any great amount 
of history, and he reported that they were typical of keloids, in which the skin 
had been subjected to trauma. There was no possibility of this occurring; the 
child apparently was normal and the mother perfectly well. I wish to know if 
we can justify this diagnosis. Was this a case of fibroxanthoma multiplex in 
which the xanthoma bodies had disappeared? 

Dr. Jerrrey C. MicHaet, Houston, Texas: Recently Dr. Seale and I saw 
an interesting case of the diffuse miliary type of xanthoma tuberosum. The 
distribution of the lesions was striking, being confined to those parts of the bod: 
most exposed to light. I should like to know if Dr. Wile is aware of any study 
that bears on the influence of light as a factor in the localization of this type 
of xanthoma. 

Pror. Joser JADAssouN, Breslau: I think that Dr. Wile said in one of his 
papers that it would be necessary to examine the nevus-like type of xanthoma 


from the same standpoint. I do not believe that this has been done until now. 


It is possible that the result of such an examination would be the same as 1n 
the other xanthomas, but even in this case it seems to me possible that the 
cholesterol plays a great role in xanthoma even if it is to be found only in a 
small amount in the blood and in the tissues. It may be important at least for 
the structure of the xanthoma cells. 

Covering the question of provocation that Dr. Jadassohn spoke about, I know 
of a few cases in which there seemed to exist such a provocation of xanthoma 
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1 a xanthomatous patient; e. g., by a lichen chronicus Widal. Therefore, it 
seems to be possible to provoke such a localization experimentally. 

Many years ago I saw a typical xanthoma diabeticorum, so that the eruption 
appeared in fine spots over the entire body, and each spot was surrounded by an 
inflammatory zone. In that case, in which the patient was not otherwise exam 
ined, there was a rapid cure by an ordinary antidiabetic diet. 

Dr. SIGMUND PoLLitzeER, New York: In a paper which Dr. Wile and I 
published in 1912 or 1913, we called attention to the fact that the connective 
tissue changes were in the nature of a secondary reaction; that it was a normal 
process for xanthoma lesions in the skin to result in fibrosis, and that this goes 
on to such an extent that after some years we had few xanthoma cells and a 
great deal of fibrosis in the littke tumors. They were really fibromas with a few 
xanthoma cells. I say this in answer to Dr. Markley’s remarks. 

That the treatment for diabetes is a method of removing the lesions of xan- 
thoma in diabetes is nothing new. It is the rule for these lesions to disappear 


rapidly on diet, and on restoration to a normal diet, to recur. I feel a little dis- 


appointed at Dr. Wile’s results, for they upset what we thought was fairly well 
established. We have attributed xanthoma lesions to extravasation of cholesterol 
which was in excess in the blood, and Dr. Wile’s work shows that this is not 
true. The explanation of the process twenty years ago seemed satisfactory. 
Today we must dismiss it, and now we have no clue as to the cause of the 
disease. I am much surprised at the difference in the cholesterol content in the 
epidermis and the xanthoma tumors. It strikes me as remarkable that the epi- 
dermis, which shows none of the clinical appearance we get where there is an 
accumulation of cholesterol in the cutis, should contain more cholesterol pro- 
portionately than the xanthoma masses. I do not question the facts reported by 
Dr. Wile, for we all know that he is so careful an observer that the results as 
he reports them may be accepted. We must no longer look on xanthoma as a 
cholesterol tumor, but as something else. But what? 

Dr. Upo J. Wire: I should like to refer to Dr. Pollitzer’s remarks first and 
then to the others, in reverse order. 

The reason for believing that xanthoma lesions were due to a hypercholes- 
terolemia is a perpetuation of error which is perfectly natural owing to the 
young state of lipid chemistry. The chemistry of Hpids is in its infancy today, 
and accurate methods are of recent development. The error of believing that 
blood overloaded with fat contained a larger amount cof cholesterol than it did 
was due to the difficulty of differentiating that lipid from others. 

I think Dr. Pollitzer has answered satisfactorily the question Dr. Markley 
brought up. 

Professor Jadassohn brought up the matter bearing on Dr. Michael's question. 
There are cases on record in which lesions of xanthoma have developed from 
such trauma as a mosquito bite, or insect bite, when the patient is in the state 
of production of his lesions. The location of the tumors over the tendon sheaths 
over the elbows and so on, I think, is confirmatory of the fact that trauma pre- 
disposes to xanthoma lesions. 

In connection with Dr. Michael’s question I do not know why the areas 
exposed to the light in his case were more profusely affected. I have no explana- 
tion for that except that it is rot the rule. 

In reference to Dr. Werner Jadassohn’s remarks, in which he stated that he 
found a greatly increased amount of fat over cholesterol, the percentage fits in 


with our work. 
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Dr. Greenwood has brought up a rather paradox’c situation. There is 1 
relation. biochemists are now agreed, between ingesting and circulating fat. | 
is difficult, therefore, to understand how eggs can have a relation to the depositio: 
of xanthomatous lesions unless they directly cause or effect a change in tl 


general metabolism of fat. In connection with this, it may be stated again that 


in the cases in which we were able to influence the disappearance of the lesior 


by diet, we at times gave larger amounts of fat by mouth than occurred whil 
the patients were receiving a full diet in which a high amount of calories wert 
present 
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The significance of photodynamic substances in the process of photo- 
sensitization has frequently been demonstrated experimentally. Of 
these substances, the importance of hematoporphyrin in hydroa vaccini- 
forme is conceded. In fact, this dermatosis is usually cited as the classic 


clinical example in which a photodynamic substance acts as the cause of 


photosensitization. We are not aware, however, that hematoporphyrin 


has been demonstrated in such superficial dermatoses as eczema or urti- 
caria, although it is well known that these lesions appear as the result of 


hypersensitiveness to light. 


REPORT OF CASE 


\ woman, aged 39, was first seen at the Mayo Clinic on Sept. 20, 1928. She 


gave a history of having had an eruption on the exposed parts of the body, espe- 
cially the face and forearms, since early childhood. It was practically absent 
during the winter. She had repeatedly demonstrated to her own satisfaction that 
the eruption had a direct connection with exposure to light 

EXamination disclosed an eruption, consisting of tiny papules, some of which 
were distinctly urticarial, on the cheeks, forehead, nose and forearms. Many of 
the papules were covered with fine vesicles, and there was moderate oozing, crust- 
ing and considerable itching, but secondary scarring was not present; objectively, 
the picture was that of dermatitis, as shown in the accompanying illustration. 
There was evidence of rather marked pyorrhea and of hyperthyroidism; the basal 
metabolic rate was +31. Moderate cystocele, rectocele and cervical and perineal 
laceration were also found. For the purposes of this report, the repeated demon- 
stration of hematoporphyrin in the urine was significant.’ 

It was observed that the amount of hematoporphyrinuria varied from time to 
time and ‘was not demonstrable in every test made. For example, traces of 
hematoporphyrin were found in samples submitted on September 24 and 28. In 
a sample submitted on September 26, hematoporphyrin could not be demonstrated. 
On October 6 and 8, the patient was given a general exposure to the light of a 

* Submitted for publication, March 25, 1929. 

* From the Sections on Dermatology and Syphilology, Biochemistry, and 
Biophysics, The Mayo Clinic and The Mayo Foundation. 

1. Sheard, Charles; Osterberg, A. E., and Goeckerman, W. H.: Spectro 
photometric Determination of Hematoporphyrin in Urine, J. Lab. & Clin. Med., 


to be published, 
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mercury-quartz lamp to the point of slight erythema. A specimen of urine exam 
ined on October 8 showed about two and a half times the amount of hemato 
porphyrin of that in the initial sample, suggesting some relationship of th 
increase in the hematoporphyrin to the exposure. Several partial exposures wit! 
varying filtration had been made; this procedure, however, did not seem to increase 
the amount of hematoporphyrin in the urine. The partial exposures on different 
parts of the body were given in an attempt to produce the dermatitis artificially 
on other parts of the body. In this, we were not successful. There was, however. 
a definite reaction in the form of small papules and, later, of vesicles and oozing 
on the forearm, after exposure to the mercury-quartz light with a filtration pet 
mitting the highest penetration, in the region of 300 millimicrons. All other expo 
sures to different parts of the body merely elicited the reaction customarily seen 


in the average person. 











\ppearance of forearm. 


COM MENT 
The observations in this case open up several pertinent points for 


discussion which may be of scientific interest as well as of practical 


importance. Lossibly the first thought that presents itself is the relation 


ship of eczema solare to hydroa vacciniforme. In both conditions there 
is distinct photosensitization ; the lesions are distributed over islands of 
tissue with distinctly healthy skin intervening, and are localized on 
selected parts of the body, chiefly the face and arms. Seemingly, this 1s 
not explainable by the fact that these parts are exposed. In addition, 
the finding of hematoporphyrinuria would suggest a common photody- 
namic substance. The lesions differ morphologically in that one is asso- 
ciated with necrosis and scarring, and the other presents the picture of 


eczema in which scarring is never a feature. It is known that different 
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morphologic characteristics in dermatosis need not indicate a funda- 


mental difference in the disease process, but they often connote some 
difference in the severity of the process or may, in part at least, be 
determined by the tissues chiefly affected. If it is conceded that there 
is a fundamental similarity between these types of dermatoses, it must 
be admitted that hydroa is a more severe process involving the connective 
tissue. In eczema solare, the process is confined to the epidermis. It 
does not seem impossible that this may be purely a matter of difference 
in degree. We are familiar with types of hydroa so severe as to lead in 
later life to extreme mutilation. The milder type does not extend beyond 
moderate scarring, and often has a tendency to lessen in severity or to 
disappear entirely at the age of puberty. Some forms are so mild that 
only prolonged observation under various conditions will permit of 
their proper classification. It would not seem entirely illogical to assume 
that eczema solare represents one of the mildest types of a process that 
is fundamentally the same as hydroa vacciniforme. The objection might 
he raised that this will not explain the characteristics of eczema as seen 
in eczema solare. However, we doubt the validity of this objection. 
We are well acquainted with the fact that the skin of certain persons 
will, either as the result of inherited or acquired characteristics, react 
morphologically with eczema to various forms of irritants. In eczema 
solare, the actinic ray could be the irritant to skin with such character- 
istics. 

It was readily noticeable in this case that the eczema solare was 
distributed on islands of tissue, with distinctly healthy tissue between 
the eruptions, a characteristic similar to that seen in hydroa. This would 
point to the presence of a photosensitive state in certain groups of cells 
only. Repeated attempts were made to produce the eruption by expos- 
ing circumscribed areas of the skin on various parts of the patient's body 
to determine whether sensitiveness was restricted. \We were able to 
produce an eruption with some of the characteristics of eczema only on 
the forearms. The remaining areas exposed merely went through the 
course of an ordinary reaction to light. Further similarity was noted 
when filtration was employed. The best reaction occurred when filtra- 
tion permitting highest penetration in the region of 300 millimicrons was 
used. 

Our next interesting observation in this case was the relationship of 
hematoporphyrin to eczema solare. The close relationship to hydroa 
vacciniforme is admitted. It has not been determined, however, whether 
the hematoporphyrin arises in a deeper structure and because of some 
chemical affinity to the cutaneous tissues produces a state in the cells 
which renders them photosensitive, or whether the cutaneous cells have a 
chemical structure which absorbs actinic rays with avidity and_ this 


combination renders the cells photosensitive and is responsible for an 
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increase in the hematoporphyrin. It was noted that the amount oj 
hematoporphyrin in the urine was increased two and a half times afte: 
generalized exposure to the mercury-quartz light. Increase of henn 
toporphyrin in the urine following exposure to light has also been 
observed in hydroa. Although final deductions cannot be drawn, it 
seems to us that these observations point more to the cells of the skin as 


possibly being the source and seat of the abnormal chemical action than 


to abnormal metabolism of deeper structures producing an excessive 
amount of hematoporphyrin, which acts as a photosensitizing agent. 

It has been said that hematoporphyrin is a normal constituent of the 
urine. An increase in this substance has been noted after medication 
with sulphonmethane and in poisoning by sulphuric acid and lead, and 
even paroxysmally as the result of exposure to cold. It is readily con- 
ceivable that minor variations, and possibly increases in amount, may 
take place as the result of other pathologic disturbances. In view of 
these considerations we tested the urine of five normal persons for 
hematoporphyrin, which acted as a check on the sensitiveness of the tests 
employed. Hematoporphyrin could not be demonstrated in any of these 
specimens. It is obvious, therefore, that the test was not sensitive 
enough to demonstrate hematoporphyrin in all normal urine, yet it was 
delicate enough for the substance to be detected in the case under con- 
sideration. yvidently, hematoporphyrin must be present in amounts 
larger than those in normal persons, if a normal person's urine contains 
hematoporphyrin at all. 

The case described here elicits some practical considerations as to 
treatment. Certain relief from symptoms can be obtained promptly if 
the patient cooperates intelligently by protecting the affected areas from 
the actinic rays. If it is not recognized that the eczema, a manifesta- 
tion resulting from so many banal irritants, is due to light, treatment 
may be misdirected. But protecting the sensitive skin against light at 
all times may be troublesome to the patient, and hence is not carried on 
effectively. An effort at better understanding of the process is there- 
fore not superfluous. If it can be proved conclusively that the essential 
pathologic change lies within restricted areas of skin it would be logical 
to endeavor to produce a change in the chemistry of the cell, possibly by 
proper doses of roentgen rays. This would seem theoretically possible 
because the process is evidently confined to the epidermis. If, however, 
the process is one of disturbed metabolism resulting from abnormal 
functioning of a deeper structure, such efforts would seem less sound, 
and a careful study of the patient would be indicated. It does not seem 
likely that procedures directed at changes in the chemical composition of 
the blood could permanently desensitize a patient with eczenn solare, as 
the disturbance is evidently congenital. Shibova and Awoki had some 
success in desensitization by injecting large quantities of serum, and 
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Lignac used calcium chloride when photosensitiveness had been experi- 
mentally produced by injections of hematoporphyrin. ‘That such treat- 
ment could alter a seemingly inherited abnormality is not probable. 

In the case reported in this paper, definite hyperthyroidism was 


present. The patient, however, was more concerned about her skin 


than about other symptoms, for example, intolerance to heat, weakness, 
palpitation and tremor. The possibility of the toxic effect of the goiter 
as a factor in the disturbed metabolism so far as it might affect the skin 
naturally was considered. But there probably was no tangible relation- 
ship because the dermatitis had been present since early childhood, and 
the goiter could hardly have been a factor for all those years. The 
patient did not stay for treatment of the goiter, and observations on this 


point were therefore not possible. 


SUMMARY AND CONCLUSIONS 


A case of eczema solare in which hematoporphyrin was demonstrated 
in the urine is reported. Hematoporphyrin could not be demonstrated 
in every example of urine submitted. Following generalized therapeutic 
exposure to the light of a mercury-quartz lamp, a specimen of urine was 
found to contain two and a half times the amount of hematoporphyrin 
found in the first specimen. An increase of the hematoporphyrin was 
not demonstrable following localized exposures. It was possible to 
produce dermatitis on the forearms, an area originally affected, but not 
on other parts of the body on which it was tried. The best reaction was 
obtained when filtration permitting greatest penetration in the region of 
300 millimicrons was used. The eczematous patches were distributed in 
islands, with healthy tissue intervening. 

The hematoporphyrin in the urine in the case of eczema solare 
reported suggested a possible fundamental relationship of this condition 
to hydroa vacciniforme. 

Other characteristics, such as the distribution in islands, the con- 
genital character, the confinement to certain areas, in addition to the 
photosensitiveness in both types of dermatosis, are still further confirma- 
tion of this opinion. 

The exact significance of hematoporphyrinuria must remain uncertain 


for the present. 





Biography 


JEAN LOUIS ALIBERT, THE CLINICIAN 


1766-1837 


DOUGLASS W. MONTGOMERY, M.D. 


SAN FRANCISCO 


It was as a clinician, the founder of French dermatology, that Alibert 
made his reputation. Where formerly there had been indifference or 
discouragement, the discouragement caused by the bizarre appearance 
and the multiplicity of the manifestations, Alibert’s delineations and 
descriptions brought at least a dawn of clarity, and his enthusiasm 
worked like a strong ferment. Attention was called to what was prac 
tically a new field, emulation was excited, rivals appeared, as for 
example, Biett, and interest began to be taken which has since never 
died down. Alibert’s histrionic and artistic talents, his prominent posi- 
tion, his untiring industry, his learning and his unfailing geniality mak 
a consideration of his clinical work engaging and interesting. 

Alibert was the first to describe many of the disease types, for 
exumple, keloid, in 1817, which he called cancroide. This he afterward 
changed to keloide to avoid the danger of regarding the disease as 
cancer. Later he wished to change the spelling to cheloide so as to 
bring the word more in conformity with the Greek chelis, a crab. 

The aspect of the tumor, its shape, its rosy color, the telangiectases 
whch sometimes course across its surface, its itchiness, the pains which 
frequently accompany it, its seat of election, the deplorable results of 
surgical intervention, the ineffectiveness of all the therapeutic efforts of 
his day either to relieve or to cure were all noted by Alibert. One of his 
similies was particularly vivid. He likened the capillaries coursing 
over the surface of the tumor to the red venules on rhubarb stalks. 

Alibert’s manipulation of the term is characteristic of him. He had 
the scholar’s love for a word, and he introduced many new names in 
dermatology, such as dermatosis, syphilid and mycosis fungoides. In 
language he was inclined to anything striking or appropriate. He 
called a carbuncle a gnepier, a hornet’s nest ( per plura foramina, because 
of its many openings ). 

Under the name, erythema spontane peériodique, he described the 
malady now known as erythema scarlatiniforme recidivant, or erythema 
scarlatiniforme. He frequently mentioned a patient, a writer, who got 


his attacks regularly twice a year, spring and fall. This patient was gay 
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and jovial, and had fragments of his desquamated epidermis tanned ; 
on one he had his portrait painted, and others he used as a sort of 
parchment on which to write verses and songs. 

Darier ascribes to Alibert the first mention of seborrhea, as in 1810 
he noted that those suffering from acne had at times such a disorder of 
the sebaceous glands that the whole surface of the skin became fatty 
and unctuous, and he noted its fetid odor. Of course acne itself was 
described long before this, and was called varus. The same root, var, 
occurs in varicella and variola, and simply means a pustule. 

Alibert called sebum an unctuous humor, and said that it was filtered 
through the little canals of the skin. He evidently regarded the fat 
not as a secretion, but as an excretion. 

Like many modern dermatologists, Alibert was an indefatigable 
curiosity hunter, and among other collections had a magnificient one 
of what was called plica. 

Plica was a name given to a solid matting of the hair into cylinders 
composed of hair, epithelial ceils, skin fat and other grease, dirt and lice 
and their excrement, and it clears up under the use of shears and soap 
and water. In Alibert’s day it was thought to be a climatic disease, 
and formed the subject for many a learned discourse. Kussmaul, in 
1847, listened to a lecture given by a professor in Munich, entitled 
ophthalmia trichinosa, inflammation of the eyes in plica. The etiologic 
nexus is now clear. A favorite situation for head lice is the occipital 
region of the scalp where the malady is associated with streptococcic 
infection. These streptococci are carried by the nails to the face and 
eyes. So frequent is this that in impetigo of the face in a child one 
should always look in the occipital region for nits. 

In the last edition of his atlas Alibert took occasion to thank publicly 
two members of the profession for sending him some meshes of hair 
“phlogisticated” by the trichomatic virus. This shows how much weight 
he still attached to this peculiar deformity, and that he regarded it as 
due to a definite virus. 

Phthiriasic impetigo capitis, pediculous impetigo of the scalp, was 
first described by Alibert, and his description is so exact that Sabouraud 
has recently stated that no one has changed it.’ 

It also would seem that Alibert mentioned winter prurigo, as he says 
that he had often seen prurigo formicant disappear during the heat of 
summer, to reappear during the winter. 

Alibert gives a good description of the wild itchiness of infantile 


eczema. He tells how it redoubles when the dressings are removed and 


the parts affected are exposed to the air; how children rub the head 


1. Sabouraud, R.: Les pyodermites et les eczemas, Paris, Masson & Cie, 


1928, p. 134. 
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against the shoulders if the hands are not free, and if free how they 
hasten to scratch with a vivacity expressive of the delicious pleasure o' 
the operation. He mentions the case of a child who used to hide himsel; 
so that he might the longer abandon himself to this sort of enjoyment 

In the midst of his description he refers to the then prevalent idea 
that the disease was an excrement, a salutary purifying process enabling 
the body to rid itself of deleterious humors, and that Nature wished 
that it should be accompanied by a sensation of pleasure, by a titillation 
tickling voluptuously the papillary bodies, and so favoring by scratch 
ing a still greater outward flow of noxious humors. 

Prodest porrigo capitis was an axiom generally accepted by all the 
older physicians. Ambroise Paré regarded it as an attribute of infancy, 
as a purifying phenomenon, or rather as an excrementitial residue, 
which in being expelled was a solace and a benefit. 

[t seems that Alibert was the first in France to describe a case of 
mycosis fungoides, in the person of a man named Lucus. He mentioned 
that the disease began as a not at all alarming scaly eruption. He noted 
also the spontaneous disappearance of the tumors and the prolonged 
maintenance of good general health. 

According to Louis Broeq, he described a case of pityriasis rubra 
in a nervous person who had his first attack during the stormy days 
of the Terror, when he saw his master carried to the guillotine. 

Under the caption ‘‘dermatolysia,” he mentions a curious case of 
laxity of the skin of the face in a man named J. B. Lemoine, a shepherd, 
who was forced to leave his father’s house because of a vow made by his 
sister when she was married; she feared that her offspring might be 
marked by the same deformity. 

The French Revolution was accompanied by a rebellion against 
everything existing in the old regime, and drugs suffered with the rest. 
All of the powerful drugs were treated as being murderous, and there- 
fore to be unreservediy avoided. The opinions in regard to mercury, 
however, were always divided. There were those who saw no good in 
the drug, and these nihilists flourished under the influence of the Revo- 
lution; on the other hand, there were those who attributed all cures 
achieved under this medication to be self-evident cures of syphilis, 
recognized or unrecognized. Alibert never gave way to either of these 
manias. He had too keen a sense of how often his good friends of 
the materia medica had helped him to turn a difficult corner to allow 
them to be declared useless, or, when properly employed, deleterious. 
And he was too good a clinician to ascribe-to them miraculous powers. 
He seems to have had a real love for his medicaments, similar to that 


of the surgeon, Langenbeck, who is said to have died on a train on 


the way to defend before a medical society his old friend, iodoform. 
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Sulphur was prescribed in large quantities in every form, either as 
tablets, pills, balsams or drinks. Alibert even gave it in soup. It was 
considered to be as specific for the tetters as mercury was for syphilis; 
syphilis in those days, before Bassereau, comprised all of the venereal 
diseases. etter included practically all skin diseases of the body and 
limbs, the term, tinia, being reserved for all diseases of the scalp. 
Externally Alibert employed sulphur in ointments, soaps, lotions, 
fomentations, baths or as natural or artificial sulphur waters. 

Not so many years before, the medical profession in France had 
passed through an antimony craze, and Lorry, a learned and clever 
dermatologist, had praised this drug as a remedy for tetter. Alibert 
thought it good only so far as it contained sulphur. The efficacy of 
certain vegetable drugs was also ascribed to their sulphur content. Of 
course he gave sulphur for the itch, and undoubtedly had plenty of 
opportunity for its use during and after the Napoleonic wars. Never- 
theless, he recognized the existence of a sulphur dermatitis, and he 
advised against its use in many of the irritable conditions of the skin. 

Next to sulphur his favorite remedy was nitrate of silver, and 
during the last years of his practice he carried a stick of it in his hand 
constantly, and instead of calling it hell stone (pierre infernale) he 
called it celestial stone. He employed it also frequently as a lotion for 
the tetters. 

Any such excessive employment of a remedy either by the profession 
in general or by a prominent man brings a revulsion. Cazenave, among 
others, instituted a strong opposition to Alibert’s employment of nitrate 
of silver, and finally it fell out of use altogether, till reinstated by 
Ernest Besnier. There is no doubt of the efficacy of nitrate of silver 
against the streptococcus, but the ugly black stain from its use deters 
its employment at the nares and at the corners of the mouth, where 
streptococcic infection is often so persistent. 

Physicians all tend in their practice to fall into routine, and it has 
been shown how it happened with Alibert in regard to sulphur and 
nitrate of silver. His employment of ipecac was even more amusing. 
On entering his ward with his class he begun to utter the word, ipecac, 
and as the term is a long one, by dragging it out he completed the tail 
of it, “ uanha,” as he vanished through the door at the opposite end 
of the ward. Every patient therefore received his proportion of this 
delectable drug. 

Physicians at the present time can form no conception of the extent 
of the use of emetics in Alibert’s time. 


Ipecacuanha was first brought from Brazil to Paris in the reign of 
Louis XIV, and was regarded as a great improvement on the more 
drastic tartar emetic, although not infrequently they were prescribed 


together. 
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Vomiting is a natural method of evacuating deleterious substances, 
and infants vomit with the greatest ease. In fact, physicians often 
ask if the infant vomits well, and draw a favorable inference if such is 
the case. There is an old German saying “Speikinder, Gedeikinder !” 
which may be freely rendered: “Good pukers are happy lookers.” 


Dogs empty their stomachs in the most careless matter of fact way, 


and so rid themselves of many a substance which would otherwise be 
most harmful. 

Skoda, of Vienna, and Cruveilier, of Paris, pointed out the fre 
quency of ulcer of the stomach and duodenum, and the attendant danger 
of emesis causing rupture of these viscera, and presently the employ 
ment of emetics stopped. The dangers probably were exaggerated, as 
emetics were most frequently given to children, in whom these lesions 
rarely occur, and, furthermore, clinicians interdicted emetics in anemia, 
or when there were gastric pains or vomiting of blood, all now well 
known symptoms associated with gastric ulcer. These old physicians, 
working backward along therapeutic and symptomatic lines, knew much 
more about the practice of medicine than one is apt to credit them with. 

Emesis was often a valuable therapeutic expedient, for instance in 
some troubles of the stomach, in which emetics furnished a ready means 
of ejecting offending substances, poisons or viruses. They were also 
valuable in some infections of the upper respiratory tract. In the latter 
the outstreaming of mucus, stomach contents and bile, with a rich flow 
of blood to the parts, often turned the tide in favor of the patient. In 
his memoirs, Kussmaul gives a number of personal experiences in which 
this was the case.* 

Alibert illustrated his atlas magnificently, and spent 100,000 francs 
on it, the dot of his wife, which he afterward had to replace integrally. 
The French family and the code Napoleon have angles undreamed of in 
English common law. 

Alibert was an energetic and objective teacher. Alfaric says that 
one time in order to impress his audience with the abundant desquama- 
tion of a patient suffering from pemphigus exfoliativa, he took to the 
lecture a box full of scales gathered that morning, and scattered the 
contents over the heads of those seated in the first row of benches. He 
would frequently call the patients by the name of their disease. He would 
call out : “Come along here, scaly tetter,”’ and a man would appear bear- 
ing a signboard suspended from his back inscribed in large letters: 
“Herpes squamosus.” “Have you a lichen?” he would call out to the 
orderlies. “tSend one along.” 

One hundred years ago the specific cause of no disease was known. 
Alibert even considered the head louse as a consequence, not a cause, 


2. Kussmaul, Adolf: Erinerrungen eines alten Aerztes, Stuttgart, 1899. 
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of what he called porrigo granulata; and the itch mite, the cause of 
scabies, was not demonstrated till 1834. For the physicians of his day, 
the word, contagion, meant only a contact, and had no clear meaning, as 
of the transmission of a disease principle. 


As regards Alibert’s classification of his vast material, his declared 


policy was to place each disease beside the one it most resembled, and 


in this way he of course succeeded in placing many diverse diseases in 
the same category. One should contrast this with the statement recently 
made by Sabouraud that two microbes, the staphylococcus and the 
streptococcus, give rise to a hundred different clinical pictures on the 
skin, something never imagined by Alibert or his contemporaries.* 

Writers on scientific subjects should avoid two rocks. They should 
keep away from that descriptive luxuriance of imagery with which the 
poets clothe their thoughts, and which often hides the truth, and, on 
the other hand, those rude and savage forms with which so many 
scientific writers now express themselves. It was in overluxuriance of 
statement that Alibert erred. [Even his originality lent itself to ridicule, 
and there were those who always were ready to pour some cool drops 
of modesty on his too ardent spirits. 

In reading Alibert’s work one notes a striking difference, besides 
his lively style, between medical writers now and those of his time and 
previously. The old writers on natural history, or medical subjects, 
such as Lucretius, Fracastor or Alibert, drew their facts from the whole 
field of nature, and applied them to the individual case. If, however, 
[, living now, go outside the subject in hand, I cause almost certainly a 
revulsion of feeling against my argument. 

Alibert was a man with an unusually wide range of intelligence and 
sympathies by which he attained a deserved eminence, and which at the 
same time exposed him to the sharpest ridicule and criticism. He had 
an irrepressible levity, combined with an unshakable tenacity of purpose, 
two qualities one might regard as wholly incompatible if one did not 
know of Rabelais and Abraham Lincoln. He could descend to the 
huffoonery of throwing handfuls of epidermal scales over his audience, 
and at the same time resist all attempts to shake his position in regard 
to an involved and intricate disease entity like scabies. Plumbe, the 
english dermatologist, complained that his clinical descriptions were 
clothed with such an opulence of words as to sometimes make them 
caricatures rather than truthful descriptions. He wrote, however, 
according to his feelings, and his feelings were strong. He was highly 
original and receptive of new ideas, and had a sharp eye in detecting 


3. Sabouraud, R.: Les pyodermites et les eczemas, Paris, Masson & Cie, 
1928 
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the ever varying phenomena of nature and of disease, in observing fact 


and, what is a still higher faculty, in getting at the truth behind th 
facts. While an excellent observer of nature and of natural phenomena, 
he could cling with an unbelievable obstinacy to an extremely artificial 
unnatural classification of diseases of the skin as embodied in his cele 
brated tree of the dermatoses. But if he had not had these contradictory 
traits, he would not have been Alibert. 





News and Comment 


BOLETIN DE LA SOCIEDAD CUBANA DE 
DERMATOLOGIA Y SIFILOGRAFIA 


The first number of the Boletin de la sociedad cubana de dermatologia y 
sifilografia has been received. The name “bulletin” hardly prepares one for so 
handsome a journal as this volume represents. It is gotten up much in the style 
of the ARCHIVES and is little smaller. The contents of the first volume, in 
addition to an introductory editorial in which, among other things, it pays its 
compliments to the ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY, consist 
of four original articles occupying forty-four pages and abstracts and proceedings 
of the Cuban Dermatological Society which occupy forty pages. In contents and 
in format it is of the highest quality. It is striking evidence of the vitality of 
the specialty of dermatology in Cuba which has been noted previously through 
the publication of its society transactions in this journal. 


AMERICAN DERMATOLOGICAL ASSOCIATION 


The fifty-second annual session of the American Dermatological Association 
was held in San Francisco and Del Monte, Calif., on July 1-3, 1929. 

\ clinic of about fifty excellent cases was presented by: the California mem- 
hers at the San Francisco Hospital. On the second and third days, twenty papers 
were read and discussed, including a symposium on Heredity and Dermatology 
in which papers were presented by Dr. Charles M. Williams of New York, and 
Prof. S. J. Holmes and Prof. C. D. Leake of the University of California. The 
presessional method of presenting papers was used at this session for the first time 
and was judged a success. Forty-four active members were present, and Prof. 
Josef. Jadassohn of Breslau, Germany, honorary member, was present as the 
official guest of the association. 

The following physicians were elected to active membership: Paul FE. Bechet, 
New York; Frank W. Cregor, Indianapolis; James R. Driver, Cleveland; Joseph 
J. Eller, New York; Albert Keidel and Joseph Earle Moore, Baltimore, and Loren 
W. Shaffer, Detroit. 

Two corresponding members were elected: Prof. Johan Almquist, Stockholm, 
Sweden, and Prof. Emil Bruusgaard, Oslo, Norway. 

The officers for 1929-1930 are: president, Dr. Udo J. Wile, Ann Arbor, Mich. ; 
vice-president, Dr. Ernest D. Chipman, San Francisco, and secretary-treasurer, 
Dr. C, Guy Lane, Boston. 

The meeting in 1930 will be held in Cleveland; the exact date will be deter- 
mined later. 





Miscellany 


REPRODUCTION OF PHOTOMICROGRAPHS 

The reproduction of photomicrographs in this journal is limited by 
the available space on the page. 

The column width is 414 inches. All cuts have a 1% inch shoulder 
on each side to permit of the metal being fastened to the wood block; 
hence, if consistent with the material to be shown, illustrations are 
reduced to column width—that is, to 4+ inches. Larger cuts not only 
cost more but necessitate additional expense in arranging makeup. 
When necessary or especially desirable, larger reproductions can be 
produced, but only in very exceptional instances are cuts made more than 
51% inches wide. 

When photomicrographs more than 5% inches wide are submitted, 
authors should decide whether they prefer to have only the significant 
portion of the illustration reproduced full size or to have the entire 
picture shown with reduction. Notation of the choice should accom 
pany the manuscript; in case choice is not indicated, manuscript editors 
will use their own judgment as to the procedure to be followed. 





Abstracts from Current Literature 


SARCOID OF BOECK IN THE NEGRO. LEON GrINsBurRG, Bull. Johns Hopkins 
Hosp. 45:2 (Aug.) 1929. 


The author has found only eight reports of Boeck’s sarcoid in negroes. His 
patient, the ninth, was a mulatto, 24 years old, with lesions on the face. The 
clinical picture was somewhat unusual, but there was a classic histologic picture. 


\ CasE OF HERPES ZOSTER OPHTHALMICUS TREATED WITH CONVALESCENT 
SERUM. JONAS S. FRIEDENWALD, Bull. Johns Hopkins Hosp. 45:103 (Aug.) 
1929. 

The patient had an extensive herpes zoster with involvement of the ophthalmic 
branch of the left trigeminal nerve. There was involvement of the cornea. Five 
days after the onset of the cutaneous lesions, and eleven days after the onset of 
neuralgic pains, the patient was given 8.5 cc. of the blood serum of another patient, 
who six weeks before had recovered from an attack of perineal herpes zoster. 
There was almost immediate relief from the pain, with rapid healing and no loss 
ot vision. 


ARSPHENAMIZED SERUM THERAPY OF CEREBROSPINAL SYPHILIS. HENRY S. 
BiEssE, J. A. M. A. 93:175 (July 20) 1929. 


One hundred patients were treated by the Swift-Ellis method. Ninety-one 
showed distinct clinical and serologic improvement. The procedure is described 
in detail. It was not objectionable to the patients. The author considers it a 
safe and choice treatment if properly carried out. 


BisMUTH IS ABSORBED. MontaGuE L. Boyp, J. A. M. A. 93:269 (July 27) 
1929. 


\ recent article by Erdman (Is Bismuth Absorbed, J. A. M. A. 92:1252 
| April 13] 1929) concerning the failure of bismuth given intramuscularly to be 
properly absorbed, prompted the author’s publication. Eleven case reports and 
roentgenogram evidence are cited to show that bismuth is satisfactorily absorbed. 
Potassium bismuth tartrate was used. The author urges the use of 0.1 Gm. every 
three to five days, rather than 0.2 Gm. at weekly intervals; efficient massage of 
the buttock immediately after the injection and at frequent intervals during the 
day; and a careful aseptic technic, which is described in detail. 


DERMATITIS FROM Dyes. Paut S. BiIL_tincton, J. A. M. A. 93:402 (Aug. 3) 

1929, 

In a communication to the editor, the writer, a chemist in the United States 
Department of Agriculture, describes his experience with a dermatitis on his 
forearms. He traced the disease to contact with a chair upholstered in a dyed 
velour. The dye was of the paraphenylendiamine group. 


YEAST AND IRRADIATED ERGOSTEROL IN THE TREATMENT OF ACRODYNIA. S. J. 
McCienpon, J. A. M. A. 93:455 (Aug. 10) 1929. 


\ boy, aged 2 years, with acrodynia apparently responded well to treatment 


with yeast and irradiated ergosterol. 
\ HEREDITARY EcTopERMAL DystrRopuy. H. R. Clouston, Canad. M. A. J. 
21:18, 1929. 


One hundred nineteen cases of hereditary dystrophy of the nails and hair 
were analyzed. Forty of these were seen by the author. The patients were all 
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of French-Canadian origin, and represented six generations. The condition of t 

nails was a constant factor. The dystrophy followed the laws of mendelian hybrids 
it was transmitted through both sexes and affected both sexes alike, and offsprin; 
with the dystrophy were dominant. Involved were the epidermis itself and i: 
appendages, and there was clinical evidence that the teeth, the nervous systen 
and these glands of internal secretion which are of ectodermal origin were als 
affected. The hair condition was a hypotrichosis from birth—a failure of th 
pilosebaceous system to develop. The dystrophy tended to diminish in succeeding 
generations, both as to incidence and severity, directly as living conditions wer: 
improved. The author estimates that there are more than 6,000 cases in America 
The paper contains illustrative charts and photographs, and a critical review of 


the literature. : hase 
RATTNER, Chicago. 


"ASE OF HyYPERKERATOSIS PALMARIS ET PLANTARIS ASSOCIATED WITH 
\INHUM-LIKE CONSTRICTION OF THE FinGers. J. E. M. Wictey, Brit. J 
Dermat. 41:188 (May) 1929. 


\ case is described in a girl, about 10 years of age, the only one of a famil\ 
of four with any physical defect. Thickening of the palms and soles was first 
noticed at the age of 3 months, and the constricting bands around the fingers 
appeared at 7 years. Four photographs illustrating the distribution and character 
of the lesions accompany the article. Roentgenologic examination revealed 
definite rarefaction of the bony phalanges. The process takes some months and 
is not accompanied by any degree of pain. The resemblance of the tapering of 
the fingers to that occurring in sclerodactylia and of the lesions on the knuckles to 
localized scleroderma is commented on. 


Mo.ttuscum CONTAGIOSUM AND TuRKISH BATHS >. G. Crow ey, Brit. J 


Dermat. 41:192 (May) 1929. 


The cases of three patients seen within two days, presenting lesions of mol 
fuscum contagiosum on the chest and abdomen, are described. All of the patients 
had frequented the same Turkish bath within the week or so preceding the onset 
of the eruption. The author comments on the rarity of this condition in 
Australia, and therefore the special note given these cases seen in Melbourne. 


\ Notre ON THE RELATIONS OF CAPILLARY HEMANGIECTATIC NEVUS AND 
Nevus ANEMICUS TO THE NERVOUS System. F. P. Weser, Brit. J 
Dermat. 41:221 (June) 1929. 


Two cases are described, one in a woman, aged 32, and one in a man, aged 39, 


in which the patients presented irregular spots and patches of pale skin ot 
“blotchy” distribution. The author regards nevus anemicus as being to some 
extent the opposite condition of the skin to that found in capillary hemangiectatic 
nevus. He refers to the suggestion of A. Buschke that telangiectatic and anemic 
nevi might be secondary to anomalies of vasomotor nerves and refers to cases in 
the literature in which associations have been noted in regard to the nervous 
system. 


“ASE OF CLINICAL MORPHEA WITH TUBERCULOUS HIsTOLOGyY. W. N 
GotpsMiItH, Brit. J. Dermat. 41:226 (June) 1929. 


\ case is reported in a middle-aged woman who presented an irregular, dark, 
brownish-yellow, hard, smooth patch on her left shin, of three years’ duration 
that came on following an injury. Three biopsies were done at different times 
from different areas, and histologic study revealed the characteristics of an infective 
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eranuloma, possibly tuberculous. The author states that one must face the pos- 
ibility that tuberculosis may give rise to scleroderma-like manifestations. Two 
photographs illustrating the lesions and three photomicrographs are included. 


Tue AcTION OF Pastes. G. H. Percivat, Brit. J. Dermat. 41:231 (June) 1929. 


The author investigated the absorptive power of pastes and conducted a series 
of experiments with petrolatum, hydrated wool fat, a mixture of zinc oxide 25 per 
cent and petrolatum 75 per cent, a mixture of starch 25 per cent and petrolatum 
75 per cent, and a mixture of zinc oxide, hydrated wool fat and petrolatum in the 
proportions of 25, 37.5 and 37.5 per cent, respectively. Three tables showing the 
results of the experiments are presented. The observations show that petrolatum, 
hydrated wool fat and mixtures of these substances with zinc oxide fail to absorb 
water from solutions with which they are in contact. In addition it would appear 
that hydrated wool fat actually does the reverse, and under these circumstances 
loses a large proportion of its contained water. The undoubted advantage of 
pastes over ointments in the treatment of certain skin diseases cannot therefore 
be attributed to any absorption of watery exudates from the former. It must 
in some way be due to the alteration of the consistence of the fatty base resulting 
from the addition of the inert powder. The fact that certain drugs do not leave 
fatty bases to go into watery solutions is not evidence that they are inert when 
applied in ointment form. Some of those which show no tendency to do so possess 
strong therapeutic action. They probably become incorporated in the oily sebaceous 
secretion covering the skin surface and so form an antiseptic envelope in close 
contact with living cells, and this proximity might lead to actual cellular penetra- 
tion by way of the lipoid content of the ceil membranes. 


\ CasE oF X-RAy CARCINOMA ON LupuUS VULGARIS TREATED WITH SOUTTAR’S 
STEAM CAUTERY, WITH SUBSEQUENT INVOLVEMENT OF LYMPHATIC GLANDS. 
J. E. M. Wicriey and L. R. Broster, Brit. J. Dermat. 41:236 (June) 1929. 


A case is described, with accompanying photograph, in a man, aged 24, who 
had suffered with lupus vulgaris since the age of 5. Varied therapy including 
extensive, long continued roentgen treatments had been given. When first seen 
by the authors the patient presented a carcinoma involving the right side of the 
upper lip of five months’ duration. There was no regional adenopathy. The 
growth was cauterized with the Souttar steam cautery, and the wound healed 
well after many weeks. At the same time the right toe, also the site of a tubercle, 
was removed. Two months later a recurrence was noted at the angle of the 
jaw and there was carcinomatous infiltration of the submaxillary lymph glands. 
The recurrence was removed with the cautery and a gland was excised, which 
confirmed the carcinomatous nature of the infiltration. The glandular mass was 
treated with radium. The man subsequently died from infection and hemorrhage. 


Wi EN, Chicago. 


\ CasE oF IDIOSYNCRASY RELATED TO EGG: RESEARCHES ON THE ROLE OF 
ALLERGY AND IDIOSYNCRASY IN SOME DERMATOSES, ESPECIALLY ECZEMA. 
B. BLocu and G. Prieto, Ann. de dermat. et syph. 10:461 (May) 1929. 


The authors give an excellent summary of the present knowledge of allergy 
and idiosyncrasy. They report the case of an infant of 10 months with eczema 
in whom the ingestion of egg produced an erythematous-urticarial eruption and 
systemic symptoms. Contact skin tests with egg were positive, producing a 
macroscopic and histologic reaction akin to eczema. Passive transfer (Prausnitz- 
Kustner) tests were positive. 

Proceeding from these observations, Bloch and Prieto discuss the biologic 
mechanism of idiosyncrasy. They regard it as a type of allergy (antigen-antibody 
reaction) characterized chiefly by being inherent and affecting only a few persons. 
They regard eczema as a typical idiosyncratic phenomenon. In their investigations 
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of this case, they were able to provoke an eczematous reaction in the affected 
person, but not in the person passively sensitized, in whom an urticarial reaction 
occurred. Hence, they do not claim to have produced eczema by passive 
sensitization. 


GENERALITIES CONCERNING THE DERMATOPHYTES: PLEOMORPHISM. MEMOIR 
V. R. Saspouraup, Ann. de dermat. et syph. 10:481 (May) 1929. 


Sabouraud describes pleomorphism in some detail. The point is stressed that 
it is not a degenerative phenomenon, but is a fixed mutation developing in sugar 
mediums. The suggestion is advanced that it may occur spontaneously in nature, 
and that some fungi may be pleomorphic forms of other species. However, ther 
is no definite proof of such spontaneous mutation. 


CONTRIBUTION TO THE DIAGNOSIS AND TREATMENT OF RHINOSCLEROMA. W. 
Mroncovius, Ann. de dermat. et syph. 10:487, (May) 1929. 


Three cases of rhinoscleroma are reported in detail. The diagnosis of the 
disease may be established with certainty by bacteriologic, serologic and histologic 
examination. In certain latent forms, complement-fixation and agglutination reac 
tions may reveal the true nature of the disorder. Exceptionally, induration is 
absent. In early cases, radiotherapy may cure, but in advanced cases amelioration 
is the most that can be hoped for. Vaccine therapy is sometimes beneficial 
Malarial inoculations and intravenous injections of antimonium tartrate may 
be tried. 

THe Action oF REDUCING AGENTS IN SKIN DISEASES. A. SEZARY and R 
Worms, Ann. de dermat. et syph. 10:502 (May) 1929. 


The authors investigated the question of the action of reducing agents in skin 
diseases by counting the leukocytes before, and fifty minutes after, the application 
of a reducing agent (tar). They found, both on eczematous and on sound skin, 
that such an application caused a definite leukopenia. To produce this effect 
the drug must be active and in strong concentration. The action is similar to 
that noted in nonspecific desensitization, such as autohemotherapy. With reducing 
agents, there is, therefore, a general, as well as a local, effect. 


CONTRIBUTION TO THE STUDY OF THE EPIDERMOMYCOSES. ©. DE GREGORIO, 
Ann. de dermat. et syph. 10:512, (May) 1929. 


A general résumé of the present knowledge of eczematous and dyshidrosiform 
eruptions on the hands and feet is given. The author has never encountered yeast 
infections of these regions; he thinks that, when found, they are adventitious 
Most of the eczematous and intertriginous eruptions on the feet are caused by 
epidermophytes. On the hands, however, a true dyshidrosis may occur, he admits, 


and is more common than fungous infections. a 
<s MicuHaEL, Houston, Texas. 


LYMPHOGRANULOMATOSUS INGUINALIS: THE PRESENCE oF ILIAC GLAND INVA 
ston. Nuicotas, Favre and Leseur, Bull. Soc. frang. de dermat. et syph 
36:287, 1929. 

The authors report a case in which the inguinal glands and then two of th 
iliac glands were removed surgically. The latter showed the same macroscopic 


pathologic changes as the inguinal glands. The iliac glands left in place healed 


spontaneously, as is usually the case. 


Case or Nico_aAs-FAvre Disease WITH GREATLY ENLARGED ILIAC GLANDS 
J. Gate and P,. Micuer, Bull. Soc. frang. de dermat. et syph. 36:289, 1929 
The special points of interest in this case were the greatly enlarged iliac glands 
and the presence of a penile ulcer which may have been the site of inoculation 
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SEVERE HEMORRHAGES: DuE TO NEOARSPHENAMINE. J. GATE and J. Rousset, 
Bull. Soc. frang. de dermat. et syph. 36:293, 1929. 


During the third course of injections of neoarsphenamine, fever, hemorrhages 
from the mucous membranes and uterus and severe secondary anemia developed. 


SuppDEN DEATH FROM HEMORRHAGIC PERICARDITIS FOLLOWING A SINGLE INJEC- 
TION OF 30 CENTIGRAMS OF NEOARSPHENAMINE. C, LAvuRENT, Bull. Soc. 
frang. de dermat. et syph. 36:296, 1929. 


Several hours after the first injection, the patient died suddenly. Autopsy 
showed the pericardium filled with clots; this was the only observation that 
could explain the sudden death. 


MeTASTATIC MELANOMA OF THE INGUINAL GLANDS. J. LACASSAGNE and J. 
Rousset, Bull. Soc. frang. de dermat. et syph. 36:298, 1929. 


The patient had an inguinal metastasis following surgical excision of a small 
melanoma on a toe. Histologic study showed that the mass was composed of 
melanoblasts. 


\SSOCIATION OF ATYPICAL CUTANEOUS TUBERCULOSIS AND TUBERCULIDS: DEATH 
FROM TuBERCULOUS MENINGITIS. J. GATE and J. Rousset, Bull. Soc. franc. 
de dermat. et syph. 36:300, 1929. 


A young woman presented a nodulo-ulcerative eruption and papulonecrotic 
tuberculids. Inoculation into guinea-pigs demonstrated tuberculosis of the 
gummatous lesions. 


CONCERNING THE INOCULABILITY OF NICOLAS-FAvRE DISEASE: THE PSEUpo 
CHancre. J. Nicoras, F. Leseur and J. Rousset, Bull. Soc. fran¢. de 
dermat. et syph. 36:320, 1929. 


The authors have repeated the experiments of Prieto on the inoculability of 
this disease and conclude that the results do not warrant the deduction that 
experimental inoculation was successtul. 


\ New Case or Discow Lurus ErytHEeMaAtTosus Treatep By BismutuH. J. 


NicoLtas, J. LAcASSAGNE and J. Rousset, Bull. Soc. franc. de dermat. et 
syph. 36:345, 1929. 


The authors previously reported favorable results with bismuth in lupus 
erythematosus. They now add the cases of two more apparently cured patients 
to their series. 

“ERYTHROCYANOGENIE” AND Its CompLications. E. Juster, Bull. Soc. frane. 

de dermat. et syph. 36:373, 1929. 


Under the designation “erythrocyanogenie,” the author discusses a state of 
superficial vascular hypotension and stasis, such as is seen in acrocyanosis, erythro- 
cyanosis, hypostatic supramalleolar cyanosis and erythrosis of the cheeks. It is 
probably congenital, making its appearance usually at or after puberty. In 
supramalleolar hypostasis the terrain is prepared for infections, especially for 
tuberculids. The chief point is to recognize the existence of a state of superficial 
vascular stasis, the cause of which is speculative but which should be taken into 
account in the therapy for the disorder. 


Tue SEROLOGY OF SYPHILIS IN CERTAIN IcTeRIC States. L. Bory, Bull. Soc. 
franc. de dermat. et syph. 36:391, 1929. 


Among serums submitted for Wassermann reactions, the author occasionally 
finds a peculiar dark brown one. These serums are always anticomplementary) 
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or feebly positive. They are obtained from patients who are undernourished an 
anemic, with an icteric skin tint, and usually a family history of tuberculosis 
is obtained. The author asks whether the subjects have a larval tuberculosis or 
congenital syphilis. His investigations of the question have not permitted an 


definite opinion. 


\ Fatarity Propasty Due tT0 FORMYL-AMINO-OXY-PHENYL-ARSENIC ACI 
J. Meyer, Bull. Soc. frang. de dermat. et syph. 36:394, 1929. 


The author’s patient was a child, aged 9 years, congenitally syphilitic, who 
had been treated for three years with the drug without showing signs of intoler 
ance. Suddenly, during a course of it, he developed intractable vomiting and 
circulatory weakness and died. Proceding this fatal attack there had been some 
indefinite signs of gastro-intestinal disturbance. The author therefore warns 
against the employment of arsenates by mouth when there is the slightest evidenc« 
of gastro-intestinal disturbance. 


ARSENIC-RESISTANT CoNnJUGAL Sypuitts. G. Hurscumitt, Bull. Soc. franc 
de dermat. et syph. 36:399, 1929. 
In this report, an instance of primary syphilis in husband and wife which was 
resistant to arsphenamine (development of secondary manifestations despite treat- 
ment in the primary stage) receded under bismuth therapy. 


ERGOTAMINE TARTRATE IN URTICARIA. BABALIAN, Bull. Soc. frang. de dermat 

et syph. 36:402, 1929. 

There were four successes in eleven cases of chronic urticaria. The dose was 
from 2 to 3 mg. daily by mouth; the treatment was continued, if necessary, 
for from two to three weeks. The drug acts on the sympathetic nervous system 
The authors feel that their experience warrants a further trial of the drug. 


THE VALUE OF THE KAHN Reaction. R. DEMANCHE and L. GuENoT, Bull. Soc. 
franc. de dermat. et syph. 36:405, 1929. 


The authors used the latest modification of Kahn in this comparative study 
Their statistics comprise 1,035 serums. They conclude that it is a great advance 
in flocculation methods. The technic is simple. It is more sensitive than the 
Wassermann, Calmette and Vernes reactions, and is at least equal to the Hecht 
test. It should be used conjointly with one of these tests for diagnostic purposes. 


SKIN REACTION TO TUBERCULIN AND INTRADERMAL REACTION TO HEMOSTYL. 
Lacroix and ABuLKer, Bull. Soc. frang. de dermat. et syph. 36:412, 1929. 
The authors undertook this study for the purpose of elucidating, if possible, 

the theory of “ergy” in relation to syphilis. The examined simultaneously many 

patients with syphilis, and concluded that there is no parallelism between the 

tuberculin and the hemostyl reactions. Thus, nothing can be ‘stated about a 

condition of “ergy” in the subjects tested. 


TELANGIECTATIC PATCHES WITH CENTRAL ATROPHY. A. SEZARY and E. ScHu! 
MANN, Bull. Soc. franc. de dermat. et syph. 36:424, 1929. 


The patient was a man, aged 44, who had telangiectatic patches each with a 
small, central zone of atrophy, chiefly on the thighs and the right forearm. The 
disorder had been present for about ten years. The authors classed the disorder 


among the essential telangiectases (Brocq). 
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SypHILITIC CORNS OF THE HEEL. MILIAN and L. PERIN, Bull. Soc. franc. de 
dermat. et syph. 36:427, 1929. 


Painful lesions having the appearance of ordinary clavus were present. They 
were grouped, however, and while the patient gave no history or laboratory evidence 
of syphilis, the lesions disappeared promptly under antisyphilitic therapy. 


(GANGRENE OF THE PENIS CURED BY THE ANTIGANGRENOUS SERUM OF WEIN- 
BERG. LARTAT-JAcOoB and Y. BuREAUv, Bull. Soc. frang. de dermat. et syph. 


36:430, 1929. 


The authors report a moderately advanced case of gangrene of the penis, in 
which only staphylococcus was found, which was cured by early and intensive 
treatment with Weinberg’s serum. 


SEROLOGIC VARIATIONS IN A PATIENT WITH SYPHILIS AND CHANCROIDS. 
LARTAT-JAcoB and J. BuREAv, Bull. Soc. frang. de dermat. et syph. 36:431, 
1929, 

The authors describe a case of mixed infection in which the Wassermann reac- 
tion became positive only after treatment had been begun following a clinical 
diagnosis of secondary syphilis. The patient had also received antichancroidal 
vaccine (Dmelcos), and seven days later had developed fever, angina and an 
urticarial rash. An explanation of this complex sequence of events was somewhat 
dificult, but the authors thought the patient was anergic to both infections, and 
exhibited a reaction which by Milian has been designated as “biotropic.” 


FAMILIAL SCLERODERMA. LoustTE, JUSTER and MICHELET, Bull. Soc. franc. de 
dermat. et syph. 36:440, 1929. 


An instance of scleroderma in mother and son is reported. The question of 
syphilis or other common infection is raised. 


"ACCINE THERAPY OF Mycotic INFECTIONS: CLASO-VACCINE AND TOXIN 
FILTRATE. H. JAusION and R. SoureER, Bull. Soc. francg. de dermat. et syph. 
36:442, 1929. 


The authors employed a polyvalent vaccine and filtrate, the preparation of 
which they describe in detail. 


VACCINE THERAPY OF Mycotic INFECTIONS: RESULTS IN DERMATOMYCOSES 
AND Postmycotic EczEmMAs. H. JAuston and R. Sonrer, Bull. Soc. frang. 
de dermat. et syph. 36:447, 1929. 


In this communication are recorded the favorable results obtained by the use 
of vaccine. Quick cures of nine cases of mycotic infections (kerion, inguinal and 
axillary mycoses, etc.) are reported. Trichophytosis of the glabrous skin rapidly 
receded under this treatment. The same results were obtained in mycotic eczemas, 
such as the so-called parakeratosis psoriasiformis (Brocq). 


SYPHILIS DEVELOPING DURING A COURSE OF NEOARSPHENAMINE IN SMALL 
Doses. M. PINARD, P. VERNIER and ApricosorrF, Bull. Soc. frang. de 
dermat. et syph. 36:460, 1929. 


A patient who was being treated for latent congenital syphilis with small doses 
of neoarsphenamine (from 0.15 to 0.6 Gm.) developed a chancre and secondary 
symptoms during the treatment. 


Utcus VutvaE Acutum. GouGERoT, BURNIER and P. Unry, Bull. Soc. franc. 
de dermat. et syph. 36:462, 1929. 


A typical case of ulcus vulvae acutum is reported. Bacillus crassus was present. 
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INFLUENCE OF THE HYDROGEN ION OF THE MEDIUM ON THE CULTURE OF 
DERMATOPHYTE (ACHORION GyPSEUM). E. BopiIn and Cormier, Bull. Soc 
franc. de dermat. et syph. 36:462, 1929. 


The dermatophyte Achorion gypseum grew best when the pu was 6. It did not 
grow with fu 3, but grew sparsely with pu 9. It was noted that the cultures 
tended to become neutral, if they were started in acid or alkaline mediums. 


A Discoip, TELANGIECTATIC AND NONPURPURIC TYPE OF Majoccut’s DISEASE. 
CHARLES Aubry, Bull. Soc. franc. de dermat. et syph. 36:467, 1929. 


The author describes discoid, bluish, telangiectatic, slightly infiltrated lesions 
on the upper and lower extremities of a woman aged 47. He thinks that the 
case represented an atypical form of Majocchi’s disease. 


A PATIENT WITH ONE HUNDRED AND Two ORIENTAL SORES. CHARLES 
Doucas, Bull. Soc. frang. de dermat. et syph. 36:469, 1929. 


The interest of the case les in the number of lesions found. The patient was 
a boy of 18, a native of Asia Minor. 


GENERALITIES CONCERNING THE DERMATOPHYTES. MEMOIR VI. THE NATURA! 
CLASSIFICATION OF DERMATOPHYTES. R. SABOURAUD, Ann. de dermat. et 
syph. 10:569 (June) 1929. 


The basis for a rational classification of these organisms is, according to 
Sabouraud, founded on (1) physiology, (2) clinical characteristics and (3) micro 
scopic examination. In accordance with these features there are three natural 


groups of dermatophytes: (1) endothrix, (2) micrioid and (3) microsporum. 


In a note addressed to mycologists, Sabouraud mentions the importance of 
fuseaux as an indicator of species; in particular the difference in fuseaux in 
Vicrosporums and Micrioides. With Achorions and Megasporums fuseaux are ot 
less importance, since in these groups, many species give glabrous cultures. 

So tar as favus is concerned, 99 cases of 100 are due to Achorion schoenleinii 
Clincally, the Achorions produce characteristic lesions. 

The Epidermophytons are not so easily grouped. Their relationship to the other 
groups is, of course, close. 

\ general classification of dermatophytes is not permissible from present know] 
edge. The endothrix, microsporum and micrioid groups seem to be sound; the 
others require further study before a satisfactory classification can be made. 


Woon's Licgur on DermMatoLtocy. J. MarGarotr and P. Deveze, Ann. de 
dermat. et syph. 10:581 (June) 1929. 


The authors give an extensive report of their examinations with this medium, 
mentioning in detail the appearance of many skin eruptions when viewed by light 
transmitted through Wood glass. In general, the hyperemias become more apparent 
through a deepening of color, while hyperkeratoses show more intense fluorescence 
than normal skin. The skin may be given an adventitious fluorescence by the pres 
ence of certain chemicals, fungi or bacteria. Wood's filter is a method of limited 
diagnostic value. At present it has more scientific than practical importance. 


CONTRIBUTION TO THE QUESTION OF HERPES ZOSTER. S. A. GLAUBERSOHN and 
R. A. Virtranp, Ann. de dermat. et syph. 10:609 (June) 1929. 


In this study, inoculation of zona from child to child by means of skin scarifi 
cation was attempted. Successful inoculations and reinoculations were obtained 
with recent vesicular contents. lailure attended the use of spinal fluid of patients 
with zoster. The authors conclude that this disease is infectious and that the 
skin is the portal of entry. 
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Ex PERIMENTAL INVESTIGATIONS ON ALLERGY AND IMMUNITY IN TRICHOPHYTON 
INFECTIONS. E. RivaLier, Ann. de dermat. et syph. 10:618 (June) 1929. 


Rivalier reviewed previous work on these subjects and added personal investiga- 
tions of Trichophyton infections in guinea-pigs. He found that  trichophytic 
infection in these animals, when produced by a highly pathogenic organism produced 
profound tegumental and systemic alterations of an allergic type. Immunity, in 
the strict sense, does not seem to be present. Cutaneous manifestations of allergy 
are sufficient explanation of the response of an animal to a second attempt at 
reinoculation, and there is perfect accord between the degree of resistance to a 
new infection and the intensity of allergy. The greater the sensibility the more 
marked the cutaneous reaction to infection, and vice versa. 

The author mentions the loose use of the term immunity, and so far as 
Trichophyton infection is concerned, believes that allergy is the paramount mode 
of defense. 

From the practical standpoint, it becomes evident that preventive or curative 
treatment with Trichophyton is fruitless. If it has any effect, it would produce 
a diminution of allergy and therefore a lowered resistance to infection. 


[ue INFECTION OF Hatrs “IN ViTRO” BY DERMATOPHYTES. A. Toma, Ann. 
de dermat. et syph. 10:641 (June) 1929. 


Toma obtained success in his attempts to infect guinea-pig hairs in vitro 
by planting the hairs on mediums of poor nutritive quality; thus, in a sense, 
forcing the fungi to invade the hair for nourishment. In invading the hair, the 
parasite always presented the same morphologic characteristics as found under 
natural infections, never producing the organs found under the usual cultural 
conditions. 


\NATOMIC AND CLINICAL STUDIES ON THE PROBLEM OF SYPHILITIC INFECTION. 
G. MARINEsco, Ann. de dermat. et syph. 10:6081 (July) 1929. 


Marinesco’s main theme is a consideration of the question of the existence of 
a dermatropic and neurotropic strain of Spirochaeta pallida. He marshals and 
critically reviews the main arguments and leading contributions on this subject. 

He presents in detail three cases personally observed in which there were 
syphilitic lesions in the neuraxis in both parenchymal and interstitial tissues. Such 
cases do not support the conception of a dual strain of spirochetes. In considering 
the reasons for the localization of spirochetes in the parenchyma of the brain, 
Marinesco records some investigations along electrochemical lines that throw light 
on the problem. Spirochaeta pallida exists best in an alkaline medium, and it 
is probable that in parenchymal neurosyphilis, the pu concentration of the neuraxial 
parenchyma offers optimum electrophysical conditions for the growth of syphilitic 
organisms, 

his research appears to offer a decisive argument in favor of the importance 
of the terrain in the localization and concentration of spirochetes in the brain. 
In general paralysis it is probable that the spirochetes have found exceptionally 
favorable conditions for their growth in the brain. It has already been shown that 
malaria treatment causes a change in fu concentration toward normal values. In 
searching for the cause of parenchymal neurosyphilis, the terrain (its electro- 
chemical state being one of the important factors) must be given more consideration 
than the invading organism. It is improbable that Spirochaeta pallida has 
developed special tissue affinities; it is much more likely that it flourishes where 
environmental conditions are favorable. 


\ New PREPARATION OF IODINE (IODISAN) IN THE TREATMENT OF TRICHO- 
pHyTOSIS BARBAE, E, P. Fipanza, Ann. de dermat. et syph. 10:731 (July) 
1929. 

Fidanza has obtained good results with intravenous injections of Gram’s solu- 
tion in this disease, but it has the disadvantage of producing pain and venous 
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sclerosis. But he has found a synthetic iodine preparation (iodisan) which is 
therapeutically effective and does not have the unwanted by-effects of Gram’s 
solution. 


THE SUPPRESSION OF VENOUS INDURATION BY THE ADDITION OF Sopium 
HYPOSULPHITE TO GRAM’s SoOLuTION. P. Ravaut, Ann. de dermat. et 
syph. 10:739 (July) 1929. 


Ravaut has found that the addition of sodium hyposulphite to Gram’s solution 
prevents the latter from producing endophlebitis when administered intravenously. 
The sodium hyposulphite must be double the amount of iodine (by weight) in 
Gram’s solution. The combined solution must be employed immediately ; otherwise 
sulphur precipitates out of it. 


THe “PseupO-TEIGNE AMIANTACEE.” THE TEIGNE AMIANTACEE OF ALIBER1 
Does Not SEEM TO BE A StREpTOCcCOCCIC INFECTION. P. PHotTinos, Ann. 
de dermat. et syph. 10:743 (July) 1929. 


Photinos designates this disorder as a false tinea because these organisms have 
never been found in the lesions. He gives a résumé of the most important French 
articles on the disease, all showing that it is noncontagious. His own contribution 
consists in presenting the history and study of twelve cases. Cultures have given 
only a yeast, with which he has been able to produce lesions in the guinea-pig . 
similar to those in the human disease. From these animals this organism has 
again been obtained in pure culture. 


INDICATIONS AND TECHNIC OF ELECTRODESICCATION IN DERMATOLOGY. G. 
ARCHAMBAULT and A. MARIN, Ann. de dermat. et syph. 10:759 (July) 1929. 


This article contains a good résumé of the present knowledge concerning this 
modality. The authors prefer it to cryotherapy except in stellate nevi and rosacea 


without telangiectases. 


A Case oF DystrRopHIA UNGUIUM MEDIANA CANALIFORMIS. E. Lebo, Ann. 

de dermat. et syph. 10:765 (July) 1929. 

This disorder was first described by Heller, and a second case added by 
Wucherpfenning. The author’s patient was a laborer, aged 36 years. The dis 
order, affecting the nails of the right thumb and index finger had been present 
for fourteen years. The thumb nail showed the typical longitudinal groove 
described by Heller; the other nail was not so typical. Perhaps the dystrophy 
in this nail might be classed under onychorrhexis. The cause was_ probably 


ne 1c. _ 
eurotrophic MicuakEt, Houston, Texas. 


EpPIDERMODYSPLASIA VERRUCIFORMIS. G. TORNABUONI, Gior. ital. di dermat. e 

sifil. 70:557 (June) 1929. 

This is a case report of the condition described by Lewandowsky and Lutz 
in 1922. The lesions consist of verrucous formations irregularly distributed over 
the cutaneous surface, with the aspect of verruca vulgaris or verruca plana, but 
scaly and smaller than the average verruca vulgaris. These verruca coalesce to 


form plaques covering extensive cutaneous territories. The accumulation of 
corneous scales on the surface, give the lesions a yellowish or dirty appearance 


Tue Brotocic Action oF THALLIUM AcETATE. A. BuSCHKE and B. PEISER, 
Gior. ital. di dermat. e sifil. 70:585 (June) 1929. 
The authors resume their experiments of many years, stating that thallium 


acetate acts through the sympathetic-endocrinous system, and like the other 
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poisonous metals (arsenic, lead, etc.) it produces systemic disturbances which 
may be serious. The action of thallium on the hair is limited to the hairs under 
the control of the sympathetic system, whereas hair innervated by the central nervous 
system is not affected by thallium. Cataract and bone decalcification observed in 
about 10 per cent of the animals of experimentation show in a positive manner 
that the parathyroid glands are affected. In some cases the authors have proved 
the existence of atrophy of the thyroid gland affecting the follicles and flattening 
of the epithelium. Atrophy of the testicles also has been observed. Alteration 
of the suprarenal glands and thymus have also been reported by Hecke. The 
authors have also observed the retard of growth in animals fed with thallium. 
Thallium may be absorbed by the skin when applied locally producing alopecia 
and other toxic phenomena. 


\UROTHERAPY IN Lupus ERYTHEMATOSUS AND OTHER DERMATOSEs. G. 
RIvELLONI, Gior. ital. di dermat. e sifil. 70:592 (June) 1929, 


The author used several gold salts in the treatment of lupus erythematosus, 
scrotuloderma, leprosy and scleroderma. He thinks that gold and sodium thio- 
sulphate is superior to the other preparations although somewhat more toxic. Of 
sixteen cases of lupus erythematosus in which the patients were treated, six were 
permanently cured, three were greatly improved, six were somewhat improved 
and one showed no improvement. One patient with scrofuloderma was cured 
with six injections of gold and sodium thiosulphate. In four cases of leprosy 
gold therapy failed to produce any favorable influence. In a case of sclerodactylia 


there was improvement. 


PIRETO AND MALARIOTHERAPY IN TABES Dorsatis. M. Artom, Gior. ital. di 
dermat. e sifil. 70:619 (June) 1929. 


The author reports his experience in fourteen cases of tabes. Of these six 
were treated with malaria inoculations and eight with intravenous injections of 
Ducrey bacilli vaccines. All of the patients improved in their subjective phenomena, 
hut none showed any improvement in serologic observations or objective symptoms. 


Bit—E ANTIGEN IN THE FLOCCULATION REACTIONS FOR SYPHILIS. Pr; ‘te 
CASTELLINO, Gior. ital. di dermat. e sifil. 70:647 (June) 1929. 


The author reports the results of his experiments with an alcoholic extract of 
bile used as antigen. He obtained results which paralleled those of the Sachs 
Georgi technic in 92.5 per cent of the cases. 


TREATMENT OF CHANCROID AND OF ITs COMPLICATIONS WITH NICOLLE- 
DuRAND’s ANTISTREPTO-BACILLARY VACCINE. JUAN JOSE MeEstRE, Bol. 
Soc. Cubana de dermat. y sifil. 1:3 (June) 1929. 

Thirty six patients with chancroid were treated with the Nicolle-Durand’s 
antistrepto-bacillary vaccine by Mestre. Twelve of these patients had uncom- 
plicated chancroid, three patients had phagedenic chancroid, in eighteen patients 
the suppurative inguinal adenitis was a complication of the chancroid, and three 
patients had mixed chancres, in which Ducrey’s bacilli and Spirochaeta pallida 
were found. With the exception of four patients of the first group, and one patient 
of the last group, all of them made a good recovery in a period of from three 
days to three weeks. The beneficial action of the vaccine on the uncomplicated 
chancroid, is unquestionable. It is especially indicated in cases of multiple 
chancres, in those of difficult access, and in phagedenic chancroid. When adenitis 
is a complication of the chancroid, the action of the vaccine may be termed 
brilliant. Nicolle’s vaccine acts in all probability causing a protein shock and a 
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specific action also. Its use constitutes a biologic method of treatment of chan 
croid far superior to all other known procedures. It causes violent systemic 
reactions, but usually it may be used without unpleasant after-effects. This 
method deserves to enter the field of general practice in the treatment of chancroid. 


ETIoLoGyY OF GRANULOMA ANNULARE. D. B. SAENz and A. OTeEIza, Bol. Soc. 
Cubana de dermat. y sifil. 1:12 (June) 1929. 


Saenz and Oteiza believe that the conception in regard to the etiology of the 
granuloma annulare must be modified. It should not be considered as a tuber 
culid, but as a condition of infectious origin, its beginning taking place in th 
blood vessels. This infection may be caused by tuberculosis, syphilis, leprosy and 
sometimes a “focal sepsis.” Histologic features of granuloma annulare are not 
true specific. They are a remarkable evidence of the close resemblance often seen 
in tuberculous, syphilitic and leprosy infiltrations. The histologic feature in itself 
is not decisive in determining the lesion. Granuloma annulare is an objective 
morphologic syndrome ; the determination of its etiology requires besides the history 
of the case and routine experimental research, the evolution features of the process. 
The author has studied five cases of granuloma annulare during the last nine 
months. Three of the patients were children, aged from 7 to 10 years, and two of 
them were adults, aged 50 and 53, respectively. The disease is not so rare as it 
has been believed. 


LICHENOID PAPULAR ERUPTION IN AXILLAE AND PUBES: ROENTGEN THERAPY 
AND OVARIC ORGANOTHERAPY: TREATMENT OF A CASE. V. PARDO 
CASTELLO and JuAN Jose Mestre, Bol. Soc. Cubana de dermat. y sifil. 1: 
25 (June) 1929. 


Castello and Mestre reported a case of Fox-Fordyce disease of seven years’ 
duration in a woman, aged 31. The lesions were present in both axillae, labia 
majora, mons veneris, around the nipple and areola of the breast and also in the 
inner side of the right thigh and in the left side of the abdomen. There was 
intense pruritus and lichenification of the affected skin. Sections showed inflam 
mation and degeneration of the sweat glands with cystic enlargement of the lumen, 
slight follicular hyperkeratosis and acanthosis. Hairs were absent. Ovarian organ 
therapy and local roentgen irradiations gave good results, which still lasted one 
and a half years later. The authors say that this is the fourth case ever reported 
in Cuba. They believe that Fox-Fordyce disease is a distinctive clinical entity of 
endocrine origin. 


MELANOGENESIS (XERODERMA PIGMENTOSUM). JUAN GRAU y TRIANA, Bol 
Soc. Cubana de dermat. y sifil. 1:35 (June) 1929. 


Grau y Triana says that the relation between the sunlight and the appearance 
of certain pigmentary dermatosis has been pointed out since remote times. The 
same relation is pointed out nowadays in regard to the ultraviolet rays and 
roentgen rays and the appearance of secondary pigmentation. But the mechanism 
in the radiations (either solar or artificial) act on the integuments in order to 
produce the pathologic melanogenesis (freckles, xeroderma), has not been explained. 
On the basis of a theoretical opinion, the author considers the whole surface of the 
skin as a large gland of internal secretion, and the chromogen, which must pass 
into melanin, as a product of the secretion of the melanoblasts. A part of this 
product, would be modified by the sunlight and should remain in the same place, 
and other parts of it should pass into circulation to be transformed in the supra 
renal capsule into epinephrine. From his experiments the author concludes that 
the sunlight plays an important role in the melanogenesis, and that the epinephrin« 


does not play the role of a chromogen. V 


PARDO-CASTELLO, Havana, Cuba. 
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BONE CHANGES IN RAyNAup’s DisEAseE. K. KornaLuMm, Am. J. Roentgenol. 21: 

448 (May) 1929. 

Kornblum asserts that the bone changes as revealed by the roentgen ray are 
not pathognomonic for Raynaud’s disease. He has found identical changes 
occurring in the bones in scleroderma and leprosy. Accompanying the disap- 
pearance of the distal portion of the terminal phalanges, as found in Raynaud's 
disease, there is also an involvement of the interphalangeal joints which consists 
of a destruction of the cartilage along with the adjacent portion of each neighbor- 
ing bone. These bone changes occur relatively late in the disease, usually at a 
time when the clinical symptoms are so marked that the diagnosis is no longer in 
doubt. 

TUBERCULOUS CERVICAL ADENITIS. R. H. MILLER and W. M. SHEDDEN, Am. 

Rev. Tuberc. 19:511 (May) 1929. 


Miller and Shedden believe that in a considerable number of cases of early 
tuberculous cervical adenitis, whether in children or in adults, and often in cases 
of longer duration in which operation is technically feasible, radical surgical 
operation is the method of choice. The operation must be supplemented by all 
the supportive and palliative measures available. 


PRIMARY EPITHELIOMA OF VULVA. ’ B. RENTSCHLER, Ann. Surg. 89:709 
(May) 1929. 


Seventy-one cases of primary epithelioma of the vulva are reviewed by 
Rentschler. Forty-five patients are dead. All of these except one died from 
carcinoma. The remaining seventeen patients of the series are still living. Of 
these, thirteen are free from recurrence after an average duration of seven and 
seventy-seven hundredths years. One patient had recurrence after eight years, 
one after four years, and one within less than a year after operation. Therefore, 
the prognosis is fair for prolongation of life, but poor for cure and would seem 
to be in direct proportion to the grade of malignancy. 


\ctinomycosis: Cases. N. Epstein and P. Scuoennonz, California & West. 
Med. 30:395 (June) 1929. 

Two classic examples of actinomycosis of the jaw are reported by Epstein and 
Schoenholz. From one case Actinomyces bovis was cultivated and a_ specific 
vaccine was prepared. However, the patient was cured by foreign protein therapy, 
with a killed typhoid, paratyphoid A and B vaccine, before the specific vaccine 
could be employed. As the causative agent of actinomycosis is not found in 
nature, the theory that the disease is contracted by chewing straws and grasses is 
held not to be well founded, and from a clinical standpoint this hypothesis in many 
cases does not fit the clinical history. 


TREATMENT OF ERYSIPELAS WITH ERYSIPELAS STREPTOCOCCUS ANTITOXIN. 
|. EF. Gorpon and D. C. Youne, J. Michigan M. Soc. 28:353 (May) 1929. 


Of 248 patients with erysipelas admitted to the Herman Kiefer Hospital, one 
half were given the usual symptomatic treatment. Those most severely ill received 
erysipelas streptococcus antitoxin. Gordon and Young state that results obtained 
with the serum were sufficiently encouraging to warrant further observations. 
ludging by the behavior of the fever, the effect on the local lesion and the number 
of days in the hospital, it may be said that the clinical course was apparently 
favorably modified by the use of streptococcus antitoxin. The serum seemingly has 
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little effect beyond the immediate illness. It does not affect the tendency of th 
disease to recur. Complications, particularly abscesses, while numerically a 
frequent, were perhaps clinically less severe. The case fatality for the previou 
five years was 13.5 per cent; during the year antitoxin was used, 7.6 per cent 


CAPILLARY DRAINAGE IN TREATMENT OF KELOIDAL Scars. J. E. SHEEHAN, 
M. J. & Rec. 129:548 (May 15) 1929. 


Sheehan describes a method of draining the subsurface of keloidal scars by 
means of hygroscopic suture threads introduced at three skin levels, the lowest 
midway of the corium, the next above at the base of the papillae, and the upper 
most in the malpighian layer of the epidermis, about at the tops of the papillae, 
the ends of the threads emerging from the surface of the skin. The “weeping” 
from the surface threads, indicative that the hygroscopic threads are serving as 
channels for the passage of fluids, begins almost immediately, and is followed by 
blanching and softening of the structure, with obvious subsidence of the raised 
mass. As the threads may “choke” below the surface, interrupting the flow, 
careful watch is kept for signs of such interruption. When it is noted, the threads 
are withdrawn and others are inserted. Where the conditions are especially 
refractory this may have to be repeated fairly often. Normally, the weeping 
can be expected to terminate within ten days. If numerous renewals of thx 
threads are needed, the process may go on for a much longer time. Occasionally 
the weeping does not occur in a measure that justifies the expectation, or at all. 
In that case, a shaving is taken from the surface, equivalent to a Thiersch grait 
in thickness. This amounts to the removal of the stratum corneum and of the 
malpighian layer down to the tops of the papillae, as demonstrated by the infini 
tesimal blood points. The shaving is carried, to the same depth only, a little 
past the edges of the scar. When reduction, change of character and _ pliability 
of the scar have been reached, excision is followed by approximation, with littl 
apprehension of recurrence. 


Stupy OF INJECTION TREATMENT FOR VARICOSE VEINS. L. A. GREENSFELDER 
and R. I. Hi_tier, Surg. Gynec. Obst. 48:639 (May) 1929. 


In experimental studies conducted on dogs with 20 per cent sodium chloride 
and 50 per cent dextrose as sclerosing solutions for the obliteration of veins, 
Greensfelder and Hiller found the sodium chloride solution to be more effective 
than dextrose but more irritating when injected extravascularly. There was 
apparently no difference in the structure of the thrombi or their adherence to 
the wall of the vein, although only one thrombus was obtained following dextrose 
injection, whereas thrombi developed uniformly following sodium chloride injection 
When the irritative process extended through the entire thickness of the wall ot 
the vein, the elastic tissue of the media was especially liable to destruction. The 
effect on the elastic tissue was more marked in the veins injected with sodium 
chloride than in those injected with dextrose. A case of auricular flutter develop 
ing after the injection of 10 cc. of 20 per cent sodium chloride is reported. After 
a comparison of the results obtained by operation with those obtained by the 
injection of sodium chloride solution in the treatment of varicose veins in men, 
the authors feel that the injection treatment offers many advantages over operative 
treatment and yields as good results as those obtained by operation, if not better. 
Results from the use of sodium chloride in women have not been as satisfactory 
as those in men. 


VARICOSE VEINS: INJECTION VERSUS OPERATIVE TREATMENT. mm. O. 
McPueeters, Surg. Gynec. Obst. 48:819 (June) 1929. 


A statistical study made by McPheeters, based on 119 answers to a question 
naire, shows that the mortality rate from pulmonary embolus following the opera 
tive care of this condition is 0.53 per cent as compared with 0.00754 per cemt 
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following the injection treatment, or approximately seventy times greater. The 
number of nonfatal pulmonary emboli are almost negligible after the injection 
treatment as compared with a frequent occurrence after the surgical treatment. 
Following surgery there is a 0.41 per cent mortality from secondary causes such 
as pneumonia, whereas this is rare after the injection treatment. Most of the 
operations are done under general anesthesia whereas for the injection treatment 
nothing is required but preliminary analgesic tablets. The operative care demands 
an average of 15.1 days in the hospital as compared to no hospitalization for the 
injection method. In the operative cases the patients lose an average of 34.8 
days from their work whereas those treated by injection continue their daily 
routine. McPheeter believes that there will be found many more recurrences after 
the operative removal of a few of the varicosed segments, which at best can be 
only partial, than after the injection treatment. 


TRYPARSAMIDE AND MERCURY TREATMENT OF NEUROSYPHILIS. M. B. HoOLMEs, 
U. S. Vet. Bur. M. Bull. 5:335 (May) 1929. 


From Feb. 1, 1927, to Oct. 1, 1928, 5,651 intravenous treatments were admin- 
istered by Holmes to 107 patients. The report is confined to sixty-seven of these 
patients who had two or more spinal fluid examinations; fifty-two have been on 
treatment from one to two years, and fifteen more than six months. As far as 
possible the spinal fluid and the blood Wassermann reaction were studied every 
six months. The treatment was individualized as much as seemed practicable. In 
general the blood Wassermann reaction was little affected by treatment with 
tryparsamide and mercury only. Patients who were given alternating treatment 
with neoarsphenamine and tryparsamide followed by a course of mercury responded 
more readily. The spinal fluid globulin was slow to change. It seemed to be 
the most persistent pathologic observation. The cell count was modified more 
readily. Of sixty-two cases, forty-one showed improvement. The spinal fluid 
Wassermann reaction was materially modified in thirty of the cases and slightly 
modified in another seventeen. The remaining twenty did not show improvement. 
The colloidal gold curve was modified in forty-three of sixty-seven cases, the 
modification beginning in the first zone, the curve approaching the tabetic type 
of curve. Clinically, almost all the patients improved in general health. Some 
gained as much as from 25 to 30 pounds (11 to 13.6 Kg.).. A few maniacal reactions 
were observed when 3 Gm. of tryparsamide was used, but this probability was 
materially lessened when 1.5 Gm. was given at more frequent intervals. Three 
patients complained of eye symptoms, but it is felt that only one of these actually 
was adversely affected by tryparsamide treatment. From a mental standpoint, 
thirty-nine showed little or no improvement, and forty showed moderate to marked 
improvement. Of eleven intrahospital deaths, autopsy was performed in nine cases. 
The serologic and clinical improvement correlated fairly well on the whole group 
studied; however, some cases showing marked clinical improvement showed little 
serologic improvement and vice versa. 


EFFECTS OF LONG WAVE ROENTGEN RAys ON STAPHYLOCOCCUS AUREUS AND 
Microseporum Aupouini. A. BERTRAND and A. MARIN, Canad. M. A. J. 
20:496 (May) 1929. 

Bertrand and Marin found that the long wave rays have no effect, at least 
in vitro, on the microbes and fungi studied, since no change was observed in the 
rapidity, quantity, quality or virulence of the irradiated cultures. 


PAGET’s DISEASE OF Vutva. J. A. Drake, Brit. J. Dermat. 41:177, 1929. 


Drake asserts that his case is the fifth to be recorded in the literature. The 
patient, aged 68, stated that the condition had been coming on gradually during 
the past eight years, and was noticed first after treatment for piles by a method 
of injection. 
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TREATMENT OF ULCERS OF LEG WITH MAGNESIUM SULPHATE. J. H. Young, 
Lancet 1:976 (May 11) 1929. 


Young reports that the use of magnesium sulphate solutions in the treatment 
of ulcers of the leg has resulted in healing in more than 80 per cent of cases. 
The patients were all confined to bed with the foot of the bed elevated. Soaks 
of a 5 to 10 per cent solution of magnesium sulphate were applied and the dress 
ing was renewed thrice daily. A considerable number of similar and varicos« 
ulcers were treated in the same fashion with excellent results. 


FAMILIAL PERFORATING ULCER oF Foot. G. GUILLAIN and A. THEVENARD. 
Ann. de méd. 25:267 (March) 1929 


Guillain and Thévenard report a rare case of familial perforating ulcer of the 
foot, due to syringomyelia localized in the lumbosacral part of the spinal cord. 
The patient had had several recurrent attacks of perforating ulcer of the foot, 
healed mostly by a rest cure, before he was examined by the authors. A painless 
ulcer 2 cm. in diameter was observed on the proximal part of the sole of the 
right foot, which was somewhat enlarged, thickened and slightly deformed. The 
temperature sense was diminished on both sides from the middle of the legs and 
was completely abolished on the soles, where the pain sense, also, was diminished. 
The tactile and the deep sensibilities were normal. Only the plantar reflexes were 
abolished; the other cutaneous and tendon reflexes were normal or brisk. No 
other disturbances of the nervous or muscular system were observed. The Wasser- 
mann reaction was negative in the blood and in the cerebrospinal fluid. Acid-fast 
bacilli were not found in the ulceration. The patient was the sixth child in a 
family of ten children. One of his older brothers, who died at the age of 13 years, 
had had a similar but more extensive perforating ulcer of the foot, but with more 
pronounced deformities of the toes. 


Use OF OVERHEATED AND HOMOGENIZED MILK IN TREATMENT OF ECZEMA IN 
INFANTS. G. Variot, Arch. de méd. d. enf. 32:255 (May) 1929. 


For the last seventeen years Variot has used homogeriized and overheated 
(up to 227 F.) milk for the treatment for eczema in infants. The results were 
invariably good in both breast fed and artificially fed (cow’s milk or proprietary 
foods) infants; however, in the latter group of infants the condition was more 
refractory to treatment. In a case of chronic eczema in a child, aged 14 months, 
reported by him, the eczema was generalized to the whole body and remained 
refractory to various kinds of treatments tried since the child was 6 months 
of age. For a long time milk was completely excluded from the diet of the 
child. Homogenized and overheated milk, a mild laxative, and a soothing ointment 
after a starch bath were prescribed by the author; the eczema was cured in two 
or three months. 


PuystcaAL THERAPY IN HerRpeES ZOSTER. W. VIGNAL, Paris méd. 1:373 
(April 20) 1929. 


Vignal considers roentgen therapy of great value in the treatment of tl 
pain occurring in herpes zoster and of the pain that persists for months as a 
sequel of herpes zoster. The roentgen rays have a strong resorptive action on 
the round cell infiltration of the spinal ganglions and of the posterior spinal roots, 
corresponding to the region of the herpes zoster, whereas even the largest doses 
of roentgen rays have no effect on the nervous tissue itself. Usually after the 
first or the second roentgen irradiation of the corresponding segment of the vertebral 
column, an exacerbation of the pain is observed, of which the patient should be 
informed in advance. However, the pain improves after the third irradiation and 
usually disappears completely after from five to six irradiations. The recovery 
of the patient may be accelerated by the use of diathermotherapy or of diathermo- 
therapy combined with electro-ionic aconite treatment after the pain has decreased, 
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and the skin of the patient can tolerate the contact of the electrodes. By this 
method the author cured many patients, one of whom, a man, aged 64, with chronic 
neuralgic sequelae of herpes zoster, refractory to other treatment, and cured after 
six diathermic treatments, is reported on by him. 


\CCIDENTS IN ULTRAVIOLET THERAPY. S. DELAPLACE, Paris méd. 1:381 
(April 20) 1929, 


Delaplace believes that the immediate accidents that occur during ultraviolet 
irradiations, such as burns caused by sparks or by an explosion or breaking of 
the lamp, may be prevented by adequate care of the apparatus and by a lateral 
position (not directly over the patient) of the lamp. Nausea and vomiting in some 
patients with a hypersensibility to ozone are prevented by good ventilation of the 
treatment room. Of the secondary accidents, occurring a few days after the 
irradiations, acute or chronic conjunctivitis (with lacrimation, photophobia and 
edema of the lids) is prevented by the use of the special protective glasses, and 
erythema of the skin with subsequent hypertrichosis and hyperpigmentation is 
observed only as an effect of too large doses of the ultraviolet rays. To the same 
cause are due the late accidents in ultraviolet therapy, such as death of children, 
and hemoptysis or generalization of tuberculosis in tuberculous patients. As to 
whether or not there is any increase or decrease of the general resistance to infec- 
tions is a question that is still under discussion. 


EXPERIMENTAL Propuction oF Leprosy IN MoNnkKEY. G. FRANCHINI, Prensa 
méd. argent. 15:1423 (April) 1929. 


Franchini reports that following inoculation a monkey, after an interval of one 
year and a half, developed leprosy. A leproma appeared at the site of inoculation. 
This fact, the author believes, proves that the bacilli remained latent for a long 
time and then produced the leproma. The experiment is interesting because it 
shows how long the leprosy bacillus may remain latent in monkeys. It also con- 
firms the belief that the first manifestation of experimental leprosy in monkeys 
does not confer immunity. 


DESENSITIZATION IN INSULIN URTICARIA, R. JEANNERET, Rev. méd. de la Suisse 
Rom. 49:99 (Feb. 25) 1929. 


Jeanneret reports a case of hypersensibility to insulin in a tuberculous woman, 
aged 22. After the first insulin treatment, the general condition of the patient 
improved and her weight increased, but by the end of the second insulin treatment, 
which was given about seven months later, an extensive urticarial eruption, with 
edema of the face and intense itching, was observed after each injection of insulin, 
and the patient lost some weight. The skin reaction with several brands of 
insulin was always positive in the patient (a large urticarial wheal on the site of 
the injection with intense itching of the whole forearm, occurring ten minutes after 
the injection), whereas the control skin reaction with the same kind of insulin 
was negative in three other patients. Desensitization of the patient was done by 
means of a series of intradermal injections of insulin (the skin reaction was 
negative at the seventeenth intradermal injection of insulin), followed by a gradually 
increasing dose of insulin given subcutaneously. 


CaLctum THERAPY IN GENERALIZED DRUG (BROMIDE) DERMATITIS. 
Macu, Rev. méd. de la Suisse Rom. 49:286 (April 25) 1929. 


Mach reports a case of generalized drug erythrodermia in a patient, aged 53, 
who was treated by intravenous injections of sodium bromide for a limited itching 
erythematovesicular skin eruption. The first injections were well tolerated and 
the itching decreased, but after the sixth injection a generalized erythema appeared, 
accompanied by desquamation resembling pemphigus foliaceus. For a long time 
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the condition remained refractory to all kinds of treatment but it improved rapidly 
and was cured in about two months by prolonged intravenous calcium therapy. 
The case is interesting because of the unusual complication of the intravenous 
administration of bromides that has been widely used during the past few years 
for the treatment of pruriginous dermatitis and eczema, and was considered to 
be well tolerated. 


THE VIRUS OF VARICELLA. INVERNIZZI and MULLER, Clin. med. ital. 60:79 
(Jan.-Feb.) 1929, 


Invernizzi and Miller were unable to prove experimentally the neurotropism 
of the virus of varicella. The contents of vesicles of varicella were injected 
intracranially in one group of animals and intra-ocularly in another, either by 
injection of the material into the anterior chamber of the eye or by application 
to the scarified cornea. Histologic examination of the animals undergoing intra- 
ocular injections showed a circumscribed area of healing resulting from a 
progressive traumatism, but no giant or annular cells or intracellular bodies; 
nor were there perivascular or parenchymal infiltrations or hemorrhagic areas 
in the brain. Completely negative results were obtained from intracranial 
injections. 


JUVENILE ACANTHOSIS NIGRICANS. V. PARDO-CASTELLO and J. Jj. MEsTRE, 
Rev. de med. y. Ciruj. de la Habana. 33:788 (Nov. 30) 1928. 


Pardo-Castell6 and Mestre relate the case of a man, aged 23, who had presented 
symptoms of acanthosis nigricans since he was 3 years old. Evidence of an internal 
malignant tumor was absent. There was a decreased excitability of the sympathetic 
system with consequent vagotony, which the authors believe justifies the theory that 
acanthosis nigricans is of a sympathetic and endocrine nature. 


HistoLtoGic DEMONSTRATION OF SPIROCHAETA PALLIDA IN ORGANS OF MICE 
INFECTED WITH Sypuiis. F. JAHNEL and R. Pricce, Deutsche med. 
Wehnschr. 55:694 (April 26) 1929. 


Jahnel and Prigge demonstrated the presence of Spirochaeta pallida in the 
lymph nodes of mice. The tests were made from sixty-seven to 179 days after 
intraperitoneal inoculations. No other symptoms of a syphilitic infection became 
manifest. The spirochetes were detected in comparatively small numbers. They 
were found in the inguinal, popliteal and axillary nodes. In one exception, they 
were also found in the kidney. However, the spirochetes could not be detected in 
the central nervous system. 


TREATMENT OF ANTHRAX IN Man. S. S. DyjatscHENKO, Deutsche med. 
Wehnschr. 55:700 (April 26) 1929. 


Djatschenko points out that in Ukraine anthrax occurs comparatively often. 
He evaluates several methods of treatment, and he comes to the conclusion that 
serotherapy gives the best results. He employed this treatment in fifteen cases 
of anthrax; eleven of the patients were men and four were women, aged between 
17 and 35. In all cases the disease had been contracted by contact with animals 
that were affected with anthrax. The localization of the pustular eruptions 
varied in the different patients. The diagnosis was based in eleven cases on the 
detection of anthrax bacilli, while in four instances microscopic examination was 
not necessary because the diagnosis was clear without it. The author describes 
the treatment as follows: The patients received a subcutaneous injection of 100 cc. 
of antianthrax serum. If no improvement was observed on the day following, 
and if edema was increasing, they were given an additional injection of from 
120 to 150 cc.. If the general condition showed improvement, they received only 
about 50 to 80 cc. more. In some cases, however, a third injection was necessary) 
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This therapy gave good results in fourteen cases. In one instance, in which the 
patient was brought to the hospital in a dying condition eight days after he 
contracted the disease, this treatment was of no avail. 


OcCURRENCE OF Frost-BiteE oN TuiGHs. G. BENJAMIN, Deutsche med. Wehn- 
schr. 55:702 (April 26) 1929. 


3enjamin reports the case of a woman, aged 27, who on a cold day, after a 
walk lasting several hours, noticed frost-bite on her thighs. He points out that, 
in similar cases which were reported before, this condition had been traced to 
insufficient clothing. In this case, however, this factor could not have been 
responsible, since the patient had worn woolen hose during the cold season. The 
author assumes that an elastic band had caused disturbances in the circulation 
and that these had caused the frost-bite. 


RADIUM TREATMENT OF MALIGNANT Tumors. C. ReGaAup, Med. Klin. 25:624 
(April 19) 1929. 


Regaud classifies carcinomas into two groups, those for which radiation is 
advisable and those for which surgery is indicated. For cancers of the mamma, 
stomach and rectum, and for certain carcinomas of the uterus, surgical treatment 
is the best. In cancers of the skin, oral cavity, pharynx, accessory nasal cavity, 
larynx, vagina and cervix of the uterus, however, radium treatments give better 
results. Further, the author discusses the essential biologic principles of radium 
irradiation. He assumes that radium irradiation is effective because it destroys 
the cancer cells. This implies that the carcinoma cells must have a greater sen- 
sibility toward radium. It has been observed that the gamma rays are more 
effective than roentgen rays, and in most instances it is also advisable to exclude 
the beta rays and the gamma rays of long wavelength. The time factor is also 
of great significance for the results of the treatment. The duration of the 
irradiation varies for the different types of carcinoma. The author also describes 
the various methods of radium irradiation, and he indicates for which type of 
cancer each method should be employed. Radioactive tubes may be placed in 
or around the cancerous growth. Radium surgery is that method in which the 
containers are placed in a surgically prepared cavity. In internal therapy the 
tubes are placed in the natural cavity. Two other methods are irradiation through 
the skin by means of radioactive tubes fixed in plastic containers, and distant 
irradiation. 


ERYTHROCYANOSIS CRURUM DUE TO INSUFFICIENT CLOTHING. A. MOELLER, 
Med. Welt 3:566 (April 20) 1929. 


Moeller reports four cases of erythrocyanosis crurum. All four patients were 
women aged between 20 and 30. They complained of a burning, itching sensation 
on the inside of the thighs. Examination revealed large areas of bluish red dis- 
coloration and irregular swellings. In several places an enlargement of the veins 
could also be noted. In the first case the author thought of varicose veins. Similar 
symptoms in the other cases, however, convinced him that they were due to 
exposure to cold. The limbs of the patients had been covered only with thin silk 
hose, even in the coldest winter weather. 
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CHICAGO DERMATOLOGICAL SOCIETY 
Held at the University Hospital, Ann Arbor, Mich. 
Regular Meeting, Feb. 23, 1929 
FRANCIS EUGENE SENEAR, M.D., Presiding 


A CASE FOR DIAGNosis. Presented by Dr. WILE. 


A. B., aged 42, a farmer, stated that three years ago, he noticed that his nares 
were becoming obstructed, so that breathing was rendered difficult. The condition 
progressed slowly, the nose becoming somewhat enlarged and reddened. H« 
removed the crusts from the lesions, but the filling up process continued. Bleeding 
occurred easily. There was no pain, but rather a dull aching sensation. 

The patient presented an eruption confined to the nose, consisting of several 
dully erythematous nodules appearing to be entirely subcutaneous, firm to palpation 
and attached above and below. One was located at the right near the bridge of 
the nose; another involved the tip, giving it a bulbous appearance. There was 
some fissuring and crusting about the tip of the nose, which was painful to palpation 
There was a slight extension to the internal nares. A biopsy was shown. 


DISCUSSION 


Dr. GOECKERMAN: I thought of rhinoscleroma, but after closer observation | 
concluded that the condition is probably lupus vulgaris. 

Dr. Wire: I believe that the condition here is tuberculosis, but I dislike to 
call it lupus vulgaris. In my opinion, it is an unusual form of tumifying tubercu 
losis, together with a marked degree of lymphangitis. 

The diagnosis was not simple, as both rhinoscleroma and syphilis had to be 
considered, from the clinical appearance of the lesion. In connection with the 
etiology of this case, it is interesting that the patient has had tonsillar tuberculosis, 
but no demonstrable pulmonary infection. 


\ CASE FOR D1AGNosis. Presented by Dr. WILE. 


M. R:, aged 10, a schoolboy, was seen for the first time on the day of presenta 
tion. He stated that an eruption began on the right hand and foot one and a hall 
years ago. It was now present on the right hand and both ankles. 


DISCUSSION 
Dr. Etter: I think this is a case of granuloma annulare. 
Dr. Wrever: I wish to advance the possible factor of a phenolphthalein erup 
tion. He has had a good deal of phenolphthalein in various forms in the last two 


years. 


ArGyRosIs. Presented by Dr. WILE. 


J. H., aged 50, a night watchman, was being examined in this hospital because 
of gastric complaints. He had formerly taken some whitish powders, the nature ot 
which he did not know, but he believed them to have been bismuth rather than 
silver. He had observed discoloration of his skin for three years. 

The patient presented a generalized eruption which was most marked over the 
face and hands. It was characterized by a slate-blue discoloration of the skin. On 
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the face were depigmented macules and scars the size of a pinhead. The patient 
had been treated by Stillians’ method, with no improvement. A biopsy was shown. 


DISCUSSION 

Dr. STILLIANS: This is a mild case and I think there is a doubt about the 
diagnosis of argyria. An intracutaneous injection of a freshly made mixture 
containing 1 per cent potassium ferricyande and 6 per cent sodium thiosulphate 
should demonstrate the presence of silver. 

Dr. Guy: I believe this to be argyria in spite of the man’s statement that he 
never has had any silver. It has, however, occurred to me that we may be over- 
looking some pigmentary lesions, particularly with reference to an article in the 
last issue of the Journal of Internal Medicine on ochronosis. One type occurs from 
dressings containing phenol used on open wounds. The pigmentation occurs on 
the skin, which is described as brownish or grayish, and in the cartilages, which 
become bluish black in some instances. The authors point out that the condition 
seldom is diagnosed before autopsy. 

Dr. ForerRsTEeR: It occurred to me that ochronosis would have to be con- 
sidered, and I examined the ears carefully, because one can usually observe the 
color change of the cartilage earliest there, but I found nothing abnormal. I 
would like to advance the thought that perhaps bismuth should be given more 
consideration in connection with the pigmentary changes seen now and to be seen 
in the future, owing to the introduction of bismuth therapy in syphilis. With that 
in mind, the mucous membranes were examined, but nothing was found to indicate 
that bismuth was involved. Dr. Stillians pointed out that the changes are mild, 
which may indicate that they might be due to bismuth rather than to silver. 
Finally, the possibility of contamination of bismuth by arsenic may be given 
consideration. 

Dr. BELoteE: Dr. Foerster’s remarks are interesting. for the man states that 
he has received bismuth for some time for a gastric disturbance. Some work has 
been done in the pathologic laboratory. They found that the pigment was removed 
from the sections by cyanide, which is considered evidence that it is silver. The 
patient has not responded to the treatment as outlined by Dr. Stillians, and both 
the 0.25 per cent and the 1 per cent ferricyanide as brought out in his most recent 
publication have been tried. This has been used with 6 per cent thiosulphate. 
Perhaps the drugs have not been mixed in proper proportions. Any further sug- 
gestions from Dr. Stillians will be welcome. 

Dr. STILLIANS: I should say that if this was put in superficially without the 
use of a local anesthetic containing epinephrine and did not yield a clear spot, it 
would be a good argument against argyria. 

AppITIoONAL Note: Following the meeting, a piece of skin was excised and 
sent to the chemical laboratory for analysis. The report states that a small amount 
of metal belonging to the first qualitative group was found. The amount was too 
small to allow of a distinction as between silver, lead and mercury. No bismuth 
was found. This is believed to be evidence in favor of silver. 


\ CasE FOR DtaGNostis. Presented by Dr. WILE. 


E. B., aged 34, a ceramic engineer, during the past year and a half had had a 
rather persistent penile lesion associated with the formation of vesicles. Except 
for occasional mild pruritus, the lesion was asymptomatic. When first seen about 
three months ago, this patient presented an eruption confined to the penis, more 
particularly to the glans and region of the frenum. This eruption was macular 
and papular, the individual lesions being the size of a small-pea and ivory white, 
with a tendency toward coalescence, although the outlines of the individual lesions 
could still be made out. There was no associated erythema, and the surface of 
the lesions had the feeling of parchment. This patient was later seen at the Mayo 
Clinic, where the biopsy which was presented was done. When later seen at this 
clinic, distinct vesiculation was noted. 
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DISCUSSION 

Dr. LIEBERTHAL: It is difficult to offer a suggestion, but my first thought was 
that it was due to contact of the prepuce. I consider it an extraordinary case o 
seborrheic dermatitis of the tip of the penis. I would suggest the use of 
roentgenotherapy. 

Dr. Etter: I should offer the possible diagnosis of herpes progenitalis 
followed by depigmentation. 

Dr. MitcHELL: I have no diagnosis to offer, but it struck me as being possibk 
that, as the glans was involved only where exposed, the condition might have been 
an irritation from rough clothing or possibly recurrent herpes with subsequent 
leukoplakia. Particularly on the left side there was a thickened, shiny, sclerotic 
mucous membrane. 

Dr. BARNEY: I feel that the case greatly resembled a condition that is seen 
not infrequently in females, kraurosis vulvae 

Dr. GOECKERMAN: We saw this patient at the clinic and were particularly 
interested in him. We favored morphea more than anything else, but I do not 
think we can make this final. 

Dr. Wite: Much interest has been displayed in this case because of the 
difficulty of classifying and diagnosing it. When the patient was first seen, in 
addition to the extraordinary atrophic appearance, there was definite vesiculation. 
At that time a diagnosis of lichen planus atrophicus was entertained. 

After having had the case under observation for some time, and following 
the biopsy which was reported from the Mayo Clinic, I am rather inclined to the 
view expressed by Dr. Barney that this is a form of kraurosis or sclerosis. The 
histologic picture is not unlike that seen in localized sclerodermatous processes. It 
is somewhat difficult to understand the vesiculation, in view of the histologic picture 
and the absence of any inflammatory reaction. I have seen cases of this kind 
occurring on the prepuce in older men as a forerunner of carcinoma. 

Dr. GOECKERMAN: We were interested in the vesiculation and thought it 
might fit with the edematous type of scleroderma. L 

Dr. Foerster: I think one should be sure to rule out a medicamentous 
eruption in an unusual condition such as this. Eruptions due to antipyrine and to 
acetanilid are prone to appear on the genitalia. 


DUHRING’s DIsEASE? ARSENICAL KERATOsIS. Presented by Dr. WILE. 


D. N., aged 41, a farmer, stated that a year and a half ago, he first noticed 
a bright red patch the size of a dime appearing over the sternum. Soon after- 
ward, many vesicles and bullae appeared all over the body, accompanied by itching 
and burning. The tops of these lesions became excoriated, leaving a raw burning 
surface. The lesions involuted only to recur. They left a pigmented stain. He 
lost his entire cutaneous envelope, including the skin of the palms and soles. H« 
recalled no vesicles in the mouth. A solution of potassium arsenite (Fowler’s solu- 
tion), the x-rays and Alpine light were administered, together with intravenous 
injections of gold sodium thiosulphate and arsenic, with no benefit. He was below 
par, and had lost 30 pounds (13.6 Kg.). 

The patient presented a universal eruption which had some predilection for the 
flanks, chest, upper part of the back and legs. This consisted of sharply demarcated 
patches and plaques, varying in size from that of a pinhead to twice that of a 
silver dollar. There was some infiltration. Some of the lesions were brightly 
inflammatory, and appeared as dried down vesicles. Slight crusting and scaling 
were noted. Nikolsky’s sign was not present. Many hyperkeratotic papules the 
size of a pinhead were seen in the palms and soles. 


A Case For DraGnosis. Presented by Dr. WILE. 


H. B., aged 34, a housewife, was first seen in this department on account of a 
four plus reaction to the Kahn test. The condition was diagnosed as syphilis, and 
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the patient was given two injections of old arsphenamine. She was then trans- 
ferred to the department of medicine to be treated for arthritis. She received 
several injections of iodocinchophen. During the course of these treatments, a 
generalized erythema began to develop, superimposed on which was much crusting, 
scaling and oozing. Later, vesicles were seen. Nikolsky’s sign became demon- 
strable. She complained of persistent sore mouth, but no active lesions could be 
seen. She had had many remissions and exacerbations under treatment. Besides 
local treatment consisting of permangnate baths and wet dressings, she had received 
the Davis treatment and three transfusions. A solution of potassium arsenite 
(Fowler’s solution) had also been employed. 


DISCUSSION 

Dr. WIEDER: There are certain things about this case that suggest a type 
between lupus erythematosus and pemphigus. A patch on the side of the nose is 
suggestive of lupus erythematosus. On the other hand, many lesions had the 
bullous formation of pemphigus. 

Dr. MitTcHELL: I wish to suggest that in the first case careful cultures be 
made for fungi, saccharomyces or yeastlike organisms. A case of this type was 
recently reported in the Dermatologische Wochenschrift, in which saccharomyces 
were found. I think this possibility should be carefully investigated. 

Dr. SENEAR: I felt that the cases belonged in the group Dr. Wieder men- 
tioned. The lesion on the face was typical of the rapid change in the eruption. 
One of the scales was taken off today and the “carpet tack” character was found. 
The vesicular lesions on the body resulting in keratotic types I thought were 
characteristic. One of my patients had the same type of history and had the same 
keratotic lesions. 

Dr. BARNEY: I think the second case belonged in the same group, with much 
the same type of lesions. 

Dr. GOECKERMAN: Have itching and burning been prominent symptoms in 
the cases reported by Dr. Senear? 

Dr. SENEAR: Itching and burning were important factors; one patient was 
unable to sleep at night because of the itching and burning. 

Dr. OLiverR: A patient was recently seen at the county hospital with typical 
bullous lesions on the tongue. During the past three months, a number of cases 
of real pemphigus in negroes have been seen. These cases were seldom seen before. 
Despite energetic treatment, the patients have all died. 

Dr. ELLER: I think that this patient has lupus erythematosus. The scales are 
typical. I also think there is an arsenical pigmentation. This might have produced 
an atypical eruption of the lupus erythematosus. 

Dr. ForerRsTER: My diagnosis is pemphigus foliaceus; the lesions on the face 
are characteristic. The patient appears to have a relatively benign type of the 
disorder, and it is clearing up, which is unusual, at least so far as my experience 
with pemphigus foliaceus goes. 

Dr. Zwick: Dr. Eller suggested that the pigmentation in this case might be 
due to arsenic. This suggestion seems plausible, and I have asked myself whether 
the hyperkeratosis also might not be attributed, in part, at least, to the same agent. 


\CRODERMATITIS HIEMALIS. Presented by Dr. SHAFFER. 


W. L., a man, aged 32, employed in an aeroplane factory, during October, 1928, 
noticed a small tender depression on the external surface of the third toe on the 
right foot near the distal joint. By December, this had formed a punched out 
ulcer, 5 mm. in diameter. This healed, but the ulcer advanced toward the tip 
of the toe. He now had a gangrenous superficial ulcer, 1 cm. in diameter, extending 
to the tip of the toe. He had severe paroxysms of pain in the toe, extending to 
the arch of the foot, which were also present in the left foot, and lasted from four 
to six hours at intervals of one to two days. The feet were cold to the touch. 
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Pulsation in the dorsalis pedis artery was hardly palpable. The toes were purplish 
and clammy. He stated that they did not present cycles of blanching and erythema 
A small depression was present in the same location on the third toe of the left 
foot and it was similar to the beginning of the ulcer on the right toe. No circu 
latory disturbance of the hands, nose or ears was noted. 

He had had the usual diseases of childhood, and malaria in 1916, while with the 
British Army in Saloniki. In 1922, he had a cellulitis in the left leg, followed by 
phlebitis, which started in the left leg and quickly involved the right. He had had 
recurrent attacks of phlebitis (?), averaging one a year, the last attack occuring in 
July, 1928. He denied any freezing of the feet or undue exposure to cold. 


DISCUSSION 

Dr. PARKHURST: I was unable to palpate the dorsalis pedis artery, and this, 
with the intermittent, cramplike pain in the calf, and the fact that the man is a 
smoker of cigarettes, brought up the possibility of Buerger’s disease, rather than 
acrodermatitis. 

Dr. WALLENBERG: A neurosurgeon in Detroit has done considerable work 
by destroying the sympathetic nerves. The condition is suggestive of Buerger’s 
disease. A case I saw recently was cured by destruction of the sympathetic nerve 
fibers. 

Dr. SHAFFER: I agree with the diagnosis of thrombo-angiitis obliterans. 


A Case For D1aGnosis. Presented by Dr. WILE. 


L. M., aged 38, a housewife, stated that about four years ago an eruption began 
between the breasts. During the past two years, it had spread to the upper part 
of the chest, the shoulders and the back. There had been considerable scaling 
and, at times, itching. She believed that the eruption was worse in the winter. She 
presented a discrete and confluent eruption confined to the upper part of the back 
and the chest. It was entirely macular, the lesions being the size of a pea, oval 


and glistening, giving the impression of atrophy. The color was light brown 
There was no inflammatory reaction. No biopsy was available. 


DISCUSSION 

Dr. H. R. Foerster: The outstanding features of this case, as I see them, 
are the widespread, uniform atrophy, in which the areas of atrophy are sharply 
defined and round or oval, and the final papular infiltrate with annular configura 
tion, chiefly noticeable on the front of the neck, particularly under the chin, and 
on the upper part of the arms. In the annular lesions, there are discrete papules 
which are flat-topped, shiny and angular. I believe that this is a case of lichen 
planus sclerosus et atrophicus. 

Dr. Guy: I agree with Dr. Foerster in the diagnosis. The only example | 
think of that closely resembles this one was presented at the meeting in Pittsburgh. 
That patient had typical lesions of lichen planus on the forearms and in the mouth 
and on the feet, with the annular arrangement and some atrophy, and the diagnosis 
was definitely lichen planus. 

Dr. SHAFFER: The case impressed me as rather different from the usual 
lichen planus atrophicus, and I thought it might fall into the group reported by 
Wise and Shelmire, that of chronic dermatitis atrophicus et sclerosus. 

Dr. Foerster: In spite of the microscopic evidence to the contrary, I will 
venture a diagnosis of lichen nitidus. In connection, I wish to mention that 
recently the clinical picture of this disorder has been extended to include an 
erythematous type. 

Dr. MitcHELL: Over the shoulders particularly, there were artificial keratotic 
plugs, which suggested the diagnosis of lichen planus atrophicus et sclerosus. 

Dr. WiLe: I am grateful for the suggestions as to diagnosis. The case was 
puzzling and still is. The patient did not permit a biopsy, so one has no means 
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of establishing a differential diagnosis between sclerosing and atrophic lichen planus 
and some form of iodiopathic atrophy. My own view is that this is an unusual 
so-called iodiopathic atrophy or macular atrophy, and not a sclerosing lichen planus. 


\ Case FoR DrAGNosis. Presented by Dr. WILE. 


D. F., aged 20, a stenographer, came to this hospital on account of seborrheic 
dermatitis, and when questioned regarding the hyperpigmentation on her body, 
she stated that it had been present as long as she could remember. In the axillae, 
a considerable diffuse hyperpigmentation was seen, and the skin was thrown into 
folds, which gave it a velvety appearance. There were numerous hyperpigmented 
macules the size of a pinhead over the face and arms, and to a less extent on the 
trunk. The degree of hyperpigmentation was less about the genitalia. A biopsy 
was shown. 

DISCUSSION 

Dr. Trow: The case suggested to me a nevoid type of lesion. There were 
patches of seborrhea on other portions of the skin, which I think had nothing to 
do with the lesions. 

Dr. GOECKERMAN: The case impressed me as acanthosis nigricans. I have 
always looked on the juvenile type as some disturbance in the germ plasm, as 
contrasted with the adult type. 

Dr. OLiveR: I felt that the case was one of acanthosis nigricans juvenilis. I 
have recently seen two cases, one of Dr. Senear’s and one of my own, in which 
the cutaneous features were similar to those in this one. 

Dr. WreEpDER: I also thought of this. The disorder is progressing. She 
also has a history of some ovarian disturbance, which I think will bear investi- 
gation, particularly in connection with the possibility of acanthosis nigricans. Pig- 
mented nevi are frequently described in connection with acanthosis nigricans 
throughout the literature. 

Dr. Zwick: As to the diagnosis of a so-called juvenile or benign acanthosis 
nigricans, there seems to be a consensus omnium. Besides the characteristic hyper- 
pigmentation of the acanthosis and the existence of several pigmented nevi, there 
is also to be noted a hypertrichosis. In seeking to trace the etiology, one is 
tempted, may I say, naturally, to link together these various conditions, and since 
the patient’s history, if I am not mistaken, makes mention of disturbances of the 
menstrual function, I am inclined to correlate these with the cutaneous changes. 
Whereas we are more skeptical or, at least, more cautious in this regard, the 
doctrine of a dysendocrine pathogenesis of such conditions as are present simulta- 
neously in this patient is gaining in favor among French clinicians. 


Lupus ERYTHEMATOSUS DISSEMINATUS (SUBACUTE). Presented by Dr. 
SHAFFER. 


J. L., aged 18, a school girl, stated that she had had no previous serious illness. 
Three brothers and three sisters were living and well. There was no history of 
tuberculosis in the family. The present trouble began in the summer of 1927 with 
an eruption on the dorsum of the hands. This appeared soon afterward over the 
bridge of the nose and under the eyes and had reached its present distribution by 
November, 1927. During the winter of 1928 she lost weight, was probably febrile 
and complained of loss of appetite and extreme nervousness. The condition had 
been practically stationary for the past year. 

She presented erythematous patches, which covered the central portion of the 
face centering about the eyes. Especially marked telangiectasia was present about 
the eyelids. Slight edema and swelling about the eyes had been present at times. 
Krythematous patches were also present on the neck, chest, elbows, knees, knuckles 
and flexors of the wrists. Moderate scaling was present on the elbows, knees and 
fingers. The lesions on the wrists were elevated, infiltrated and annular when 
first seen, presenting the picture of erythema multiforme. 
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The referring internist stated that no active foci were present and that the 
chest was negative for tuberculosis. The Wassermann reaction was negative. 
The tonsils were removed in 1928. 

Treatment had consisted of tonic measures, with exposure to ultraviolet light, 
iodoform and quinine internally and soothing local applications. On Jan. 18, 1929, 
0.01 Gm. of gold sodium thiosulphate was given, and was followed by a slight 
flare-up, because of which it was discontinued. 


DISCUSSION 


Dr. STILLIANs: I was interested to see the lesions in the mouth and the 
superficial character of the eruption on the face. 

Dr. Zwick: The history of an exacerbation occurring after the administration 
of gold sodium thiosulphate is heard so frequently of late, that one hesitates to 
employ this drug. “Flare-up” follows injection so quickly that is not easy to avoid 
the inference, post hoc ergo propter hoc. 

Dr. WILE: I agree with the diagnosis, but wish to draw attention to the fact 
that the case bears a strong resembiance to Devergie’s disease. There is some 
tendency to a linear arrangement and the involvement of the face would fit in with 
that disease, although no scaling is seen on the face. There is distinct scaling on 
the knees and elbows. I think there is a marked resemblance to pityriasis rubra 
pilaris. 


POIKILODERMA ATROPHICANS VASCULARE. Presented by Dr. WILE. 


D. W., a woman, aged 66, stated that two years ago she noticed some spotting 
and burning of the eyes. Shortly after this, there was a burning sensation in the 
skin starting on the face, and extending downward to involve the whole body. She 
noticed that the skin acquired a whitish-blue color. She presented a universal 
eruption, which had, however, an especial predilection for the extensors, trunk, 
face and neck. It consisted of an underlying purplish-red erythema, interspersed 
with occasional areas of normal skin. One of the areas of normal skin was in 
the region surrounding the umbilicus. In addition, there was more or less 
exfoliative dermatitis, most noticeable over the lower extremities, the scales being 
for the most part fine, flakey and branny, but in some regions almost psoriasiform. 
There was also a marked dilatation of superficial capillaries, together with a 
slight atrophy of the skin. The nails appeared atrophic. Over the right buttock 
were a dozen discrete, deeply seated nodules, firm and not tender. The buccal 
mucosae showed several discrete patches of leukokeratosis. No special evidence 
of lymphadenitis was present. A biopsy was shown. 


DISCUSSION 


Dr. H. R. Foerster: I will not attempt to discuss a problem as difficult as 
this one, but I wish to suggest consideration of acrodermatitis chronica atrophicans 
as possibly contributing one phase of the picture. The condition of the skin, par- 
ticularly on the lateral surfaces of the thighs, suggests that possibility. | 
appreciate that there are many points favoring the diagnosis of poikiloderma 
atrophicans vasculare, but certain features of that disorder are not distinct. I 
do not think that the type of pigmentation and telangiectasia presented by this case 
is typical of poikiloderma. 

Dr. NETHERTON: I feel as Dr. Foerster does, that one so seldom sees these 
cases, it is difficult to know where to put them. I have nothing definite to suggest. 

Dr. GOECKERMAN: I agree with Dr. Foerster, but my experience with 
poikiloderma is not large. On looking back to the original description as given 
by Jacobi, I cannot see enough in the case to believe it is poikiloderma. 


Dr. Etter: I agree that the clinical symptoms in this case do not fit in with 
the description of poikiloderma by Lane and others, but I also do not think that 
they fit in with acrodermatitis atrophicans. 
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Dr. WiLeE: The condition has changed greatly since we saw the patient last 
year, but at that time we got as far in the diagnosis as we have today. The picture 
then was much more of a generalized telangiectasia, a great dea! like an x-ray 
burn. There was little scaling, but the eruption was fully as extensive as it is now. 
While I am in accord with Dr. Eller’s view that the main feature is now atrophy, 
| think it would be improper to label it acrodermatitis chronica atrophicans, for 
that disease is confined to lesions on the extremities, and the principal ones here are 
on the body. We are at a loss to explain the absence of lesions on the breast, and 
the clear region around the umbilicus. I think the picture of poikiloderma is not 
fully understood. This case does not fit in with the few cases seen in this country 
and described. I think the whole field of poikiloderma is poorly defined, and where 
one can find definite diagnostic criteria, I do not know. I think this is the most 
unique case shown today. We may have an opportunity to see the patient again 
next year, and then perhaps may establish a diagnosis. The histologic features of 
the case fit in with those of poikiloderma. Atrophy and telangiectasia show under 
the microscope. 


Sarcoip OF Boeck, MiLiary Lupus. Presented by Dr. WILE. 


E. H. B., a woman, aged 38, a clerk, fourteen years ago was operated on six 
times for pelvic peritonitis, which was tuberculous in origin, according to her 
statement. On one of these occasions a bilateral salpingectomy was done. Five 
years ago, she observed some lesions appearing on the upper part of the arms and 
on the face, with a few on the buttocks. They were not particularly painful and 
itched only occasionally. The lesions had gradually spread and increased in size, 
and new ones had appeared. 

The patient presented an eruption confined to the face and arms. It was 
papular, the papules varying in size from those just visible to confluent lesions the 
size of a dime. To palpation, the lesions were rather deep. They appeared mildly 
erythematous, and had no scale. Diascopy showed in many of these lesions many 
peripherally situated, light brown nodules the size of a pinhead. Subsequently, 
many of these lesions appeared about the eyes and nose. No ulceration was ever 
noted. No definite diagnosis of pulmonary tuberculosis was made, but there was 
clinical and roentgenologic evidence of an infection of the hilum. No acid-fast 
bacilli were found in the sputum or the urine, and a guinea-pig inoculated with a 
piece of one of the nodules showed no tuberculosis after six weeks. Treatment had 
consisted of one exposure of the x-rays; eight injections of gold sodium thiosul- 
phate; eight injections of neo-arsphenamine; a diet high in calories; cod liver oil; 
\siatic pills, and Alpine light, both general and water-cooled, under pressure to 
the individual lesions. A hiopsy was shown. 
extensor legs and feet. It included the palms ana soles. It was polymorphous, 


DISCUSSION 


Dr. BurGeEss: I agree to the diagnosis of Boeck’s sarcoid in this case. I have 
had several cases like this in which sodium morrhuate was used. I feel enthusiastic 
in regard to its use in lupus erythematosus, in some cases, and have also given it in 
true Boeck’s sarcoid with value. 

Dr. BELote: I think that though the clinical picture was not typical in this 
case, the microscopic one would be. It is a typical affair in the corium, and the 
picture of Boeck’s sarcoid. However, around the nose and even on the con- 
junctivae, small papules and nodules which look a little like miliary lupus have 
been noted, and it was thought that perhaps this might be a case of a combination, 
but on sectioning these nodules one finds that they also have the typical Boeck 
appearance. 


\ Case For DriaGNosis. Presented by Dr. WILE. 

R. S., aged 11, a schoolgirl, for three years had been affected with a chronic and 
acutely exacerbating dermatitis, involving, by predilection, the back and the extensor 
surfaces of the legs and feet. It included the palms and soles. It was polymorphous, 
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presenting papules, vesicles, pustules, nodules, ulcers and hemorrhagic lesions, thes: 
last being a striking feature. Although the course was chronic, it was charac- 
terized by periodic acute exacerbation, accompanied by a slight rise in temperatur« 
The general health of the patient was little affected, except for anemia. Ther 
were no subjective symptoms associated with any of the lesions, except that the 
ulcerated and hemorrhagic ones were tender to palpation. The condition involuted 
and recurred, regardless of the type of treatment that was directed to it. The 
right submaxillary and the inguinal glands enlarged and suppurated. Skiagrams 
of the chest and tuberculin tests were repeatedly negative, and there was no history 
of tuberculosis in the family, or of tuberculous contacts. She had been under 
observation for three years. Biopsies were shown. 


DISCUSSION 

Dr. OLIvER: I think Dr. Duemling and Dr. Wile are to be congratulated on 
their diagnosis and the splendid way in which they have presented the case. Dr. 
Stillians and I had a case similar to this at the Cook County Hospital in 1923, 
the patient having first appeared there in 1919, and the diagnosis having first been 
made by Dr. Fred Harris. In our patient, lesions were present on the back, the 
legs and the arms. They appeared as numerous deepseated papules and nodules, 
which developed in crops. They were deep red, and varied in size from that of a 
pea to that of a nut, and many of them broke down to form punched out, oval 
ulcers. With the development of every new crop there was a rise in temperature. 
A great deal of the surface of the body was involved in this eruption, but the legs 
and the back were probably the worst affected. Our case was in many ways 
similar to this. 


Dr. DUEMLING: We have had occasion to observe this little girl over a period 
of two years, and the eruption is now of three years’ duration. It appeared first 
over the buttocks. The lesions there presented first erythematous patches and 
plaques, which rapidly underwent central softening, broke down and _ ulcerated. 


The condition then rapidly spread to involve the entire trunk, the face and the 
neck, but, throughout, it has shown some predilection for the buttocks, knees and 
feet, particularly the extensor surfaces. New groups of lesions appear, accompanied 
by a rise in temperature. The lesions, as we have had occasion to watch them, 
are of three distinct types: First of all, are the apparently hemorrhagic papules 
and petechiae, which occur over the extremities, the hands and the feet. These 
may involute spontaneously, leaving no residue whatever, or they may break down 
and ulcerate, forming large necrotic ulcers, such as are present today. Second is 
the vesicopustule, developing spontaneously and progressing in different stages to 
ulcers. All the lesions have had infiltration around them. Third are the infiltrated 
plaques over the buttocks, which varied in size from that of a pea to that of a 
quarter dollar. These are usually red and bluish red; they spontaneously involute 
or show central necrosis and formation of ulcers. The lesions that ulcerate leave 
an atrophic or hypertrophic scar, which is usually surrounded at first by some 
pigmentation, which gradually fades out. 

We have studied the patient carefully and have attempted to demonstrate the 
etiology. Guinea-pig inoculation from the glands that break down and discharge 
has been negative. Examination of the pus from the glands, on one occasion. 
yielded Streptococcus hemolyticus, as did also the lesions themselves. Cultures of 
the blood have been negative. Tuberculin tests have been repeatedly negative, as 
also have roentgenograms of the chest. Histologic study revealed the first type of 
lesion to be similar to that seen in angiokeratoma with the hemorrhage high in the 
horny layer. The second type of lesion, the vesicopustule, is seen as a miliary 
abscess, and there are usually many of these in the corium. In the infiltrated plaques 
there are many areas of necrosis with free hemorrhage. Hemorrhage has been one of 
the striking features in the case, hemorrhage into the vesicles, hemorrhage into 
the plaques and free hemorrhages into all of the lesions. The elastica is pushed 
far down, with none in the corium at all. We have been extremely puzzled about 
the case, and finally concluded that it corresponded with the condition described 
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first by Werther and later by Klingmiiller under the title of dermatitis nodularis 
necrotica. Many other cases have been reported under various titles, some simu- 
lating this case in part but not entirely. 

We believe these cases may all be divided into two large groups: one of unusual 
skin tuberculosis, and another group in which there is no etiology of tuberculosis 
whatever. The case described by Klingmiller and our case belong to this latter 
group. I think the case mentioned by Dr. Oliver fits into this group, and two others 
in the literature, one described by Lutuz and one recently by Milian. 

Dr. WIEDER: I wish to call attention to the case that we presented last month 
in Chicago, in which Dr. Wile thought that the same diagnosis was tenable. There 
were some differences. The early stages of the case in this child and in the case 
we presented are similar, but instead of going on to necrosis the lesions in our 
case healed, developing as large, flat, plaquelike papules totally unlike the acuminate, 
papular, blue-red lesions with which the condition began. Another thing was that 
in the case we presented the pathologic change was largely in the epidermis, while 
in this case it is largely in the corium. 


Bazin’s DIsEASE. Presented by Dr. WILE. 


D. W., a woman, aged 23, a clerk, received treatment in a tuberculosis sani- 
tarium as a child, and tuberculous glands were excised from the neck before her 
entrance to the hospital. There was a family history of tuberculosis. During the 
past eight years, many painful and indolent ulcers had developed on the legs. 

At the time of entrance, the patient showed an eruption chiefly on the backs of 
the legs and dorsa of the feet, consisting of ulcers varying in size from that of a 
glass-pinhead to that of a dime with regular and irregular borders. These were 
painful to palpation, and the border gave a definite feeling of infiltration. They 
were surrounded by a zone of erythema. They had responded to various kinds 
of treatment, only to recur. Tuberculous glands were excised from the right side of 
the neck in the department of surgery. She had received neoarsphenamine, gold 
sodium thiosulphate, wet dressings, supportive treatment in the form of rest in 
bed, a diet high in calories, cod liver oil and Alpine light, both local and general. 
A tenotomy was done in 1925 for equinus deformity of the right foot. Gangrene 
occurred, and it was deemed necessary to amputate the right leg. The chest was 
negative for tuberculosis. She had a calcified gland in the left side of the neck. 
She gave a strong reaction to tuberculin. 


TUBERCULOSIS CUTIS ORIFACIALIS SYPHILIS. Presented by Dr. C. K. VALADE. 


V. B., aged 33, a widow, a negro janitress, stated that she married when she 
was 22 years old, and had one pregnancy, with miscarriage at three months. Seven 
or eight years ago, she was apparently treated for syphilis, receiving two or three 
injections in the arm and medicine by mouth. She claimed that almost immediately 
a lesion appeared on the right cheek, about the size of a dime. From then the 
lesions progressed and developed to the state now seen in two years. She was 
seen in Ann Arbor two years ago, when a section was taken, and at that time the 
Wassermann reaction was four plus. She received six arsphenamine and twelve 
mercurial injections. This treatment made no change in the lesions. She stated 
that her teeth had been poor for seven years, and that last year she had had all the 
upper teeth extracted. 

When examined on Dec. 6, 1928, the lesions were more or less as they 
were on presentation, with the exception that the centers had cleared. At that 
time, the lesions on her face were fair sized annular papules, with the edges raised 
and infiltrated, surrounded each by a pale areola with considerable follicular 
plugging, grouped apparently by coalescence over the bridge of the nose, on both 
cheeks, at the edge of the alae nasi, and extending on the nasal mucous membrane 
as easily bleeding ulcers. The lesions on the neck and arms had almost a sarcoid 
appearance. These lesions had never ulcerated, although several thin scars of 





544 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


previous lesions were seen. Several of the joints of her fingers were swollen. It 
was almost impossible to describe the color of the lesions. The first impression 
was that it was a case of lupus erythematosus. 

Following Dec. 6, 1928, she had received 0.75 Gm. of gold sodium thiosulphate 
intravenously, and following Jan. 17, 1929, lipoidine-Ciba, two or three tablets per 
day. 


Lupus Mivraris Facrer. Presented by Dr. WILE. 


"A. M., aged 33, a housewife, stated that two years previous to the time of 
examination, she noticed the development of erythematous papular lesions on the 
cheeks. The condition had advanced. 

The patient presented an eruption confined to the face, more particularly to the 
forehead, cheecks, temples, chin and upper lip. The upper half of the nose was 
involved, the lower half not. The eruption consisted of a diffuse underlying 
erythema with papules and papulopustules superimposed. Diascopy showed yellow- 
brown nodules. A biopsy was shown. 


TUBERCULOSIS CuTIS ORIFICIALIS. Presented by Dr. PARKHURST. 


M. R. B., aged 26, an automobile mechanic, with a family history of tuberculosis, 
presented two confluent, ragged ulcers the size of a half dollar, with undermined 
borders, to the right of the anus. There was cicatrization at the right border of 
one ulcer. The lesions were extremely tender. The condition was of nineteen 
months’ duration, and at first there had been a sinus connected with it. A com- 
petent proctologist had considered the condition syphilitic. For a year, moist 
compresses of potassium permanganate had been applied twice daily, and the 
Kromayer lamp had been used, with only temporary benefit. The case was pre- 
sented especially for therapeutic suggestions. A biopsy was presented. 


DISCUSSION 

Dr. HeEpGE: The first of this group, as I recall it, is similar to a case I 
presented a little more than a year ago at a Chicago meeting, and I was much 
interested then in the points brought out by Professor Gans. I presented it as a 
case of Bazin’s disease and presented the slide to Professor Gans, who said the 
finding of a tubercle in the section did not necessarily confirm the diagnosis of 
tuberculosis cutis. The eruption in this case was on the left leg, with similar 
lesions on the sole, which was interesting. I agree to the diagnosis. 

Dr. ELLER: I would suggest that in the last case in this group roentgenograms 
be made of the chest to see if there is any evidence of pulmonary involvement. 

Dr. Zwick: The four patients constitute an instructive collection, illustrating 
several types of cutaneous tuberculosis. From the patient with the miliary type of 
lupus of the face, I obtained a statement that she observed the eruption on her 
face, for the first time, during or following her first pregnancy and that she noted 
an exacerbation in connection with her second pregnancy. 

Her statement interested me, because a miliary dissemination of Koch’s bacilli 
in the skin, which seems to have occurred simultaneously with the patient’s 
pregnancy or with her accouchement, is at times paralleled by a similar distribu- 
tion in the lungs. To determine this in the present case, I would like to have had 
an opportunity to examine a roentgenogram of the patient’s chest. With reference 
to the pathogenic mechanism of the dispersion of the tubercle bacilli, it is 
important to know whether it occurred during gestation or during parturition. 

Dr. SHAFFER: The second case in the group was presented with the diagnosis 
of tuberculosis cutis orificialis, but I think we should not allow this to stand alone. 
It is undoubtedly a case of tuberculosis, and the involvement of the hands and 
arms with deep nodular lesions, probably also of the bones, fits into the sarcoid 
group. I think further observation is necessary to determine the diagnosis. 

Dr. Wie: I think these cases are interesting as demonstrating the various 
ways in which tuberculosis can manifest itself in the skin. The case of the white 
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woman with the lesions confined to the legs I think might pass for a case of rosacea, 
but on careful examination it was found definitely to be a case of lupus miliaris of 
the face. One could be pardoned for passing that case up as something very 
ordinary. The girl with Bazin’s type of lesions has nodules that are so deep that 
they almost correspond with Wende’s tuberculosis of the hypederm. We found 
calcified glands in one side of the neck, which were removed, and she now has 
similar glands on the other side. The woman with the lesions of the face has 
nothing in the lungs of pathologic import. The colored woman is the most inter- 
esting of the group. I think she has a tuberculosis orificialis, and the lesions on the 
hands and face resemble an annular syphilid but are definitely tuberculous. We had 
an opportunity of seeing this woman about eight years ago and we have found the 
original sections, which then showed a true lupus vulgaris type of involvement 
rather than that of sarcoid. 


XANTHOMA. Presented by Dr. WILE. 


J. R., a boy, aged 8 months, presented papules which had appeared on the trunk 
and extremities during the last few months. There was no diabetes in the family. 
The patient presented an eruption on the trunk consisting of sparse, generally 
distributed papules the size of a large pea, mildly inflammatory, firm and distinctly 
orange-yellow. The urine had been examined and found negative for reducing 
substance. 
DISCUSSION 


Dr. SENEAR: I thought the presence on the trunk of several café au lait 
spots rather suggested the diagnosis of Recklinghausen’s disease, without tumor 


formation. 

Dr. WiLeE: I have been much interested in the subject of xanthoma, and 
thought it fortunate to have a patient as young as this to study. There is no 
history of glycosuria in the family. The child is normal, as far as we can tell, 
and it has been impossible to demonstrate sugar in the urine. I was hoping to 
demonstrate an increase of fat in the blood, but so far this has not been found. In 
one case, over 2,000 mg. of fat was found in the circulating blood. It was so 
marked that the blood serum was like cream rather than serum. I think this is 
the youngest patient with xanthoma that I have seen, and he was seen first at about 


the age of 2 months. 


Noputo-ULcERATIVE Sypuitis III oF THE Nose. Presented by Dr. WILE. 


F. B., aged 26, a housewife, two years ago first noticed the development of a 
lesion starting in the anterior nares. The growth extended inward, the nose soon 
becoming saddled in its distal portion. There was considerable obstruction to 
breathing. Except for three miscarriages preceding the birth of her one living 
child, the history was negative for syphilis. 

The patient appeared well nourished. Except for an axillary and inguinal 
lymphadenitis the size of a pea and evidence of myocardial disease of undetermined 
etiology, the results of the physical examination were negative. Involving the 
nares and extending into the nose and on the upper lip, an eruption appeared pre- 
senting a diffuse swelling capped by a heavy, grayish-yellow crust. In places there 
was slight bleeding. The process was firm and painless. There was saddling of 
the distal portion of the nose. The Kahn reaction was four plus. The spinal fluid 
was negative. 


Nopu.Lo-ULceERATIVE Sypuitis III. Presented by Dr. WILE. 


N. B., aged 30, a housewife, two years ago first observed an eruption on the 
left shoulder and in the presternal region. This began as a small papular growth, 
which became the size of a cherry, broke down and then healed. Fifteen months 
ago, the eruption about the mouth and nose appeared. The first symptom was 
nasal obstruction with a formation of crust in the nose, and subsequently about 
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the alae and on the dorsum. The lips became involved six months ago. Thx 
remaining history was negative for syphilis. There were no pregnancies. 

Examination revealed nothing, except a generalized lymphadenitis and involve 
ment of the palate and skin. The hard and soft palate and tonsillar region wer 
involved by a process showing destruction and healing. It was made up of nodules 
the size of a pea showing some superficial ulceration. The process was bluish-red, 
and painless to palpation. The skin of the nose and upper lip, the lower lip for 
one third of its distance on the left and the left cheek were involved in an eruption. 
This consisted of a dull erythema superimposed on which was considerable crusting, 
particularly over the tip of the nose, where it was grayish-brown, and tightly 
adherent. The nares showed much crusting, fissuring and bleeding. In the skin 
the eruption was nodular, and showed polycyclic outline. Atrophic scarring with 
a serpiginous outline was observed on the presternal and supraclavicular regions. 
The Kahn reaction was four plus. 


DISCUSSION 


Dr. WiLE: I wish to ask whether any of those present have had the same 
experience that we have had with this form of late syphilid. I dare say we could 
go through our records and find a dozen or more cases of nodular ulcerative 
syphilis of the nose and upper lip, always in women. I can recall but two cases 
in men, For some unknown reason this serpiginous syphilid of the nose and upper 
lip has been seen by us almost exclusively in women. In practically every instance, 
the patients come from small communities, where they have been treated for a 
long time for tuberculosis or some other disease. These cases were presented 
particularly to bring out the aforementioned points. 


SYRINGOCYSTADENOMA. Presented by Dr. WILE. 


I. C., aged 50, a housewife, stated that eighteen years ago a small patch of 
papules the size of a pinhead developed in the center of the forehead. These had 
spread on the forehead, to the sides of the nose and to the neck. There were only 
slight itching and discomfort. 

The patient presented an eruption showing a special predilection for the fore- 
head, but some lesions appeared on the cheeks, chin and anterior part of the neck. 
The eruption was made up of discrete and confluent papules, averaging in size 
that of a glass-headed pin. There was no associated scaling, and on palpation 
they felt somewhat firm and deepseated. They were dull red, and when pressed 
out revealed a white waxy appearance. A biopsy was shown. 


DISCUSSION 


Dr. Foerster: I was interested to see the lesions in this unusual location. 
They are typical, and the microscopic picture is practically the same as that in 
Neumann’s first case. 

Dr. LIEBERTHAL: Has the patient been treated? I would suggest roentgeno- 
therapy. 

Dr. Wire: No treatment has been instituted, as we saw the patient first 
two weeks ago and wished to present her today. 


A Case FoR DiaGnosis. Presented by Dr. Jonn LaBapie. 


Mrs. K. F., aged 47, a housewife, stated that fifteen years previously a lesion 
on the forehead appeared as a painful inflammatory nodule following trauma. 
This disappeared and at its site the present process began. This grew gradually 
for ten years, and had remained at the present size for five years. There was 
no associated pain. 

The patient appeared to be fairly well nourished and presented a palm-sized 
patch on the forehead. This was elevated a quarter of an inch above the sur- 
rounding skin, which was erythematous. The border was softly demarcated and 
slightly irregular. The surface of the lesion presented numerous confluent, saffron 
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vellow, deepseated nodules of the consistency of soft rubber. Scattered among these 
were many single and grouped comedones, from which could be expressed with 
difficulty the typical comedone plugs. Puncture of the yellow nodules yielded a 
thick, glairy material. A biopsy was shown. 


DISCUSSION 


Dr. OLIvER: This is to me an interesting case. The discoloration of the 
mucous membrane of the palate and the buccal mucous membrane is, I presume, 
part of the picture of colloid degeneration. 


Dr. Guy: I think the case is particularly interesting because of the clinical 
resemblance to xanthoma in the center of the lesion. Only by working up the 
ase and reading between the lines can the diagnosis of colloid degeneration of 
the skin be established. 

Dr. WILE: This case was reported two years ago, by Dr. Labadie. ! think 
it is unique so far as the clinical appearance is concerned. Clinically, I do not 
think it is possible to make a diagnosis of anything except an apparent degenerative 
process of the skin. I thought when we first saw the patient that there was a 
resemblance to a large tuberculous nodule. There were, however, several come- 
dones in it and these could be expressed easily. Only after taking out a large 
piece and studying it under the microscope did we find that we were dealing with 
a colloid degeneration. This is not the ordinary type of colloid degeneration seen 
clinically. . The question which has been rather vexing is what should be done. 
The patch is not growing smaller; it has resisted the efforts of time, and there is 
no sign of involution. It has not yielded to any form of light therapy. I have 
felt that the lesion should be radically excised and a big flap graft used for covering. 
We would welcome any suggestions for treatment. 


NEUROMA. Presented by Dr. WILE. 


M. D., aged 47, a housewife, was presented at the meeting of the Chicago 
Dermatological Society in February, 1928. She received eight 25 per cent doses 
of the roentgen rays, with marked decrease in the size of the lesion. The biopsy 
showed nerve fibers. This case was reported in THE Arcuives (19:226 [Feb.] 
1929) by Dr. W. W. Duemling. Two other cases have been reported, that by 
Duhring and another by Kosinski. 

DISCUSSION 

Dr. GOECKERMAN: I understand the original appearance of the lesion has 
changed markedly under treatment. 

Dr. MircHeELL: I am pleased to see the remarkable therapeutic result obtained 
in this case by roentgenotherapy, and to know that Dr. Wile’s diagnosis made 
last year has been verified repeatedly even by those who doubted it then. 

Dr. WiLE: When this case was reported we found that some one else had seen 
something like it before. I think Jadassohn called attention to the lesions in 
which there was a plexiform nerve arrangement, and he called them neurinomas. 
This lesion is marked over the breast and has a striking resemblance to keloid 
and cancer en cuirasse. The demonstration of large nerve bundles throughout 
the section shows it to be essentially that of a nerve tumor. 


-upus ERYTHEMATOSUS TELANGIECTATICUS. resented by rk. L. W. SHAFFER. 
I I [TELANGIECTATICI Pp ted by Dr. L. W. SHAFFER 


N. M., aged 45, white, a housewife, two years ago noticed small reddish patches 
on both cheeks that slowly increased to the present areas about 2 cm. in diameter. 
These spots were well defined and of a rosy reddish color which, on close exami- 
nation, was seen to be due to fine telangiectatic vessels. The surface was slightly 
edematous and elevated and practically smooth, and showed slightly dilated follicles 
but no plugs. The condition had been practically stationary for the past year. 
The teeth had been extracted, but the patient still had septic tonsils. The thyroid 
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gland had been enlarged for nine years, and at present was adenomatous and show- 
ing some activity. Her basal metabolic rate was +32. A roentgenogram of 
the chest showed a parenchymal lesion of the right apex, probably healed. The 
Wassermann reaction was negative. The patient stated that her father died of 
tuberculosis at the age of 23 and that her mother had died of the same disease at 
the age of 25. One brother died of pneumonia, and the patient had had several 
attacks of pleurisy. 

Since September, 1928, she had received ten injections of from 0.02 to 0.1 Gm. 
gold sodium thiosulphate, with slight improvement. After the last injection, a 
dermatitis developed on the neck and the hands, which cleared up rapidly with 
sodium thiosulphate and a mild ichthyol ointment. Gold sodium thiosulphate 
(0.02 Gm.) was given again on Feb. 16, 1929. 


DISCUSSION 
Dr. Etter: I think this case would progress better under carbon dioxide 
snow therapy than under injections of gold sodium thiosulphate. 


EXTENSIVE LICHEN PLANUs. Presented by Dr. WILE. 


A man, aged 26, had had the present eruption for three months. It began 
on the arms and legs, and spread rapidly until it involved the entire body. Lesions 
on the palms and on the scalp were noticed during the past three weeks, and 
had been increasing in number since their appearance. The eruption was exces- 
sively pruritic and robbed the patient of his sleep. 


DISCUSSION 


Dr. LIEBERTHAL: ‘This is an unusual case. The disorder has been present 
only a few months and it is unusual for the face and scalp to be affected in so 
intensive a manner. I am grateful to Dr. Wile for the opportunity of seeing the 
patient. 

Dr. WILE: A case was presented at a meeting of the Chicago Dermatological 
Society some six or seven months ago which had considerable resemblance to this 
one, in that the palms and soles were extensively involved. Mention was made at 
that time of the unusual location of the lichen planus lesions. I am rather con- 
vinced, as I expressed myself then, that lichen planus would be found more often 
in rather obscure places, if one had not been taught to look for it solely in the 
usual places. Since my attention was called to lichen planus of the scalp, I have 
been looking at all my cases and not infrequently find it, although it is not com- 
monly looked for there. I brought this patient here today particularly to demon- 
strate the lesions of the scalp. There has been considerable resistance to treatment. 
The lesions show an extension rather than a diminution of the process. Incidentally, 
within the last five or six months, Dr. Belote and I have been trying the irradia- 
tion of the dorsolumbar spine. We never did this before, but in the cases of two 
colleagues they reported that the patients were much improved by the irradiation 
of the dorsolumbar region. The lesions have seemed to involute much more rapidly. 
One patient did not tolerate much arsenic or mercury. He was much distressed 
by both, and I am much gratified that we have been able to use this therapy. 

Dr. SENEAR: I wish to supplement what Dr. Wile said about the usual 
distribution of lichen planus. A year or two ago, Dr. Wien and I showed a case 
in which the eyelids were involved. We felt that the histology supported the 
diagnosis, although the sections were not characteristic. One of the strong points 
brought out by those who were not in favor of the diagnosis of lichen planus 
was the unusual location. I have seen the patient recently with typical lesions 
the size of a dime on the dorsum of one foot, just proximal to the toes. A month 
later a patch developed in the temporal region, and in another month there was 
a patch on the back of the neck. All lesions are still present. I think lichen 
planus, like pityriasis rosea, can stand a good deal of investigation as to distribution. 
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TuREE CASES OF BONE SyPHILis. Presented by Dr. GREENBAUM. 


Dr. Greenbaum presented three cases of syphilis of the bone: case 1, Parrot’s 
pseudoparalysis; case 2, congenital syphilis with saber-shin in which active ter- 
tiary syphilis had developed; case 3, kyphosis as a result of destruction (active 
tertiarism) of the tenth and eleventh thoracic vertebrae. 

Parrot’s pseudoparalysis occurred in an infant 4 months old; there was partial 
paralysis of the left arm. 

DISCUSSION 

Dr. PFAHLER: We have here the x-ray films, which I think are of more 
interest as showing the characteristic appearance of syphilis than as showing the 
improvement. One will notice here the punched-out appearance at the joint sur- 
faces, as though one had run forceps in and bitten out a piece of the bone, and 
that is shown in all these films. The first film was made on Jan. 21, 1929, the 
second on February 26, only a month later, which is too short a time for bone 
changes to occur. 

The film of the girl with the saber shin shows more particularly the charac- 
teristic appearances of the congenital syphilitic shin bone. The opposite tibia is 
normal. The diseased tibia shows increased thickness of the cortex, top and 
bottom. The upper anterior portion is the most characteristic location, or most 
frequent location of this prominence in the bone. There is usually thickening of 
the cortex; sometimes one gets softening of the bone here and involvement of 
the soft tissues. In all these cases, one of the greatest characteristics of syphilis 
of the bone, or, for that matter, from the dermatologist’s standpoint, syphilis of 
any kind, is that one finds so many more pathologic changes than the symptoms 
that the patient is suffering from would indicate. One can have an osteomyelitis 
of a bone that, so far as the picture itself is concerned, could not be told from an 
osteomyelitis due to pyogenic organisms. But if one knows anything about the 
patient—a patient with syphilitic osteomyelitis, with almost ao symptoms will 
walk in to have an x-ray picture made, while a patient will with osteomyelitis 
from some other cause be brought in on a stretcher—that would help to differ- 
entiate. In syphilis there is less evidence of sequestrum. There is the general 
thickening of the bone, the local punched-out appearance—those punched-out 
appearances are more or less characteristic of syphilis of the bone. 

Dr. GREENBAUM: ‘The condition in this case was diagnosed as chronic osteo- 
myelitis and an operation was performed. The peculiar appearance of the diseased 
bone tissue and a skin lesion suggested a Wassermann, and consultation on the 
condition of the skin was held. The skin lesion on the arm was tertiary syphilis, 
and the serologic study confirmed this. 

Dr. PFAHLER: With acute osteomyelitis of pyogenic organism she would 
have to stop work, or school, but not with a syphilitic condition. In the third 
case, during the last five years this patient has had three attacks of pain in the 
left loin radiating to the left leg. One month ago he was admitted to the hos- 
pital, and the diagnosis of cerebrospinal syphilis was made. He was put in a 
plaster cast. On January 4 he returned again complaining of pain in the back 
and in the lower dorsal and lumbar region, more intense on the left side, being 
sharp and shooting, and worse in the morning. There was weakness in the left 
leg, but no pain. He had difficulty in walking, a cough, shortness of breath on 
exertion and doubtful hemophthisis. There was a history of primary syphilis. 
There were no symptoms of tabes, but rather those of disease of the vertebra, 
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the exact nature to be determined. This disease produced pressure on the cord 
in the upper lumbar region. There was a moderately positive Kahn reaction but 
a negative Wassermann reaction. X-rays showed a lesion of the spine at the 
twelfth dorsal vertebra. Active treatment consisting of bismuth mercury and 
neoarsphenamine was instituted, and there was relief from symptoms, decrease in 
neurologic observations and improvement as shown by the x-ray picture. 

Dr. PFAHLER: The first film was made on Dec. 11, 1928. The condition has 
none of the appearance of a Charcot joint, having been diagnosed as such pre- 
viously to that. One sees here the construction much as has been noted in the 
other cases, and there is the saclike formation which is frequently seen in tuber- 
culosis of the bone: that spindle-shaped formation running up along the spine. 
Here there is also an accumulation of bony material from destruction; also that 
punched-out appearance with solid bone in the neighborhood instead of eburnated 
bone such as is seen in Charcot joint. Then there is a lot of this débris in the 
surrounding tissues. In the history there was a statement about pulmonary symp- 
toms, and one will see by looking at this film that there is a great deal of scat- 
tered, dense tissue throughout the lungs, but it does not have the distribution nor 
the appearances that is noted in tuberculosis; one can see these deposits scattered 
all through the lung area. That film was made on Jan. 18, 1929. I would not 
be able to state just from the x-ray film that this is syphilitic disease in the lung. 
It is, however, distributed through both lungs, and that in itself is rather sug- 
gestive of syphilis. 

Dr. W. G. Evtmer: The examination of this patient with syphilis of the 
spine revealed a moderate kyphosis in the dorsolumbar region with marked loss 
of power in the left lower limb. From the clinical standpoint it seemed to be a case 
of Pott’s disease with cold abscess and involvement of the spinal cord. 

However, as the Wassermann reaction of the biood was strongly positive and 
the roentgen examination of the spine indicated syphilis and not tuberculosis, we 
were able to make a diagnosis of syphilis of the spine. The orthopedic treatment 
is the same in either case. A plaster jacket was applied with the patient lying 
prone on the horizontal extension frame in order to immobilize the spine in 
hyperextension and thus take the weight off the diseased vertebral bodies. He 
is still wearing this jacket. Later on, a spine brace will be substituted.. He is 
being treated for syphilis and is making excellent progress in regaining power in 
his left limb. 

In regard to the infant, one of the characteristic appearances of congenital 
syphilis in the x-ray films is the veiling of the long bones—a delicate line run- 
ning parallel with the cortex due to the increased density of the periosteum. We 
have seen some good demonstrations of this in a number of x-ray films which 
have been made for us in Dr. Pfahler’s department in the Graduate Hospital. 
The infants require much the same care as do those with tuberculosis of the 
bones and joints—protection from strain and deformity, by means of braces if 
necessary, until recovery takes place. When the child is old enough to sit up, 
a Taylor spine brace may be necessary for a time to protect the weakened spine. 

The third patient with sabre tibiae does not require orthepedic treatment as 
her legs are straight. In some of the cases, however, there is decided anterior 
bowing, usually about the junction of the middle and lower third of the leg—just 
as is seen in some cases of rickets. The bone is apt to be exceedingly hard and 
dense, like ivory. The straightening of these crooked legs is a rather difficult 
operation. If it is done by removing a wedge of bone from the tibia; this brings 
together two smooth cut surfaces of bone which may not unite promptly. The 
other method is to cut the tibia with an osteotome from the inner surface nearly 
through, then break the bone on the flat aspect and make a greenstick fracture 
of the fibula. After one fragment of the tibia is overlapped on the flat or lateral 
aspect of the other fragment, the tibia is forced backward into a straight line 
and a plaster cast applied from the toes to the top of the thigh. This results in 
strong union and straight legs. 
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CARCINOMA OF THE TONGUE. Presented by Dr. PFAHLER. 


A woman, aged 58, presents a carcinoma involving two thirds of the right side 
of the tongue, extending down into the front of the mouth, involving the floor 
and extending back to the tonsil, with ulceration and accompanied by enlarged 
lymph nodes. The condition had been present nine months. The point of interest 
in this case is that it is just eighteen days from the time I started treatment. 
During this period of eighteen days this patient has had applied externally 23,600 
mg. hours of radium element, which is an enormous quantity, and 2,300 mg. hours 
inside the mouth. A millimeter of platinum and a millimeter of gold were used 
as filters. The external applications were made at a distance of 4 cm. This is a 
line of technic that I have developed, and which I believe to be the best for the 
treatment of all these cases of infection of the mouth. I think that it is simply 
superior to either insertion of radium seeds or radium needles, or destruction by 
coagulation, all of which I had done in the past and practically abandoned. One 
gets results with practically no damage to the skin or mucous membrane or 
elsewhere. I have a patient to whom I gave 54,000 mg. hours of radium and he 
still has hair growing and a beard, a thing that could not possibly occur with 
any other technic. I presented this subject at the International Conference in 
London, and I think I have used higher filtration than anybody up to the present. 
The unfortunate thing about this heavy filtration and enormous quantity of radium 
is the tremendous expense that is involved. If, for example, this patient in 
eighteen days has had 25,900 mg. hours of radium, the rental value of the radium 
in that woman’s case is $1,295. That is one of the objections. 

Before you come up to see these patients, and I would like you to see them 
in order to see the immediate effects, I will give a brief history of this next 
patient 


RECURRENT CARCINOMA ON THE RIGHT CHEEK. Presented by Dr. PFAHLER. 


A man, aged 56, had an epithelioma excised from the right side of his cheek 
six weeks ago and when he was presented he had a recurrent epithelioma 
approximately the thickness of my finger projecting beyond the level of the 
mucous membrane on the inside of the right cheek, with another lesion half the 
size posteriorly and enlarged in lymph nodes underneath. In this case, because 
of the previous operation, I did insert radium needles around this growth and 
then still used radium packs. It can be seen that all the projection tumor tissue 
has disappeared. There is still some palpable infiltration, but he has been given 
about all the radium filtration that I feel is advisable at this time. The mucous 
membrane has been made white, but one can see that no real damage has been 
done to the skin, and that will not increase greatly. There is little irritation 
of the ear, but no real damage. 

Note how the patient with the carcinoma of the tongue can project her tongue; 
there is now no ulceration. This was accomplished in eighteen days and with no 
destruction or damage of tissues. I believe that the patient did not have any 
other form of treatment, no insertion of radium needles or anything else; in fact, 
I rarely insert radium needles. I did it in the patient with the carcinoma of the 
cheek because it was a recurrent case, and I was taking a specimen. The pos- 
terior two thirds of the tongue was ulcerated; one can just barely see the rem- 
nants of the ulceration on the right side of the tongue. I will let Dr. Greenbaum 
describe that more fully if he can. 

DISCUSSION 

Dr. SCHAMBERG: I have been much interested indeed to see these cases and 
particularly the woman in whom, according to Dr. Pfahler’s description, such a 
remarkable change has taken place in the.structure of the tongue. Everyone has 
felt for some years past that a great advance had taken place in the treatment of 
cancer of the tongue through the use of electrocoagulation followed by radiation, 
but if Dr. Pfahler has succeeded in perfecting a method whereby massive amounts 
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of radiation may be applied with proper filtration without damage to the normal 
tissue, a great advance in the therapeutics of this disease has been made. Of 
course many good results have been obtained by the method to which I just 
referred. I have a patient under observation in whom a large carcinoma, the size 
of an English walnut, developed on the lateral inferior surfaces of the tongue. 
It was destroyed by extensive electrocoagulation under general anesthesia followed 
by radiation of the glandular region of the neck. He is free from the disease 
now, at the end of almost nine years. But if similar results could be obtained 
without the destruction attendant on the use of electrocoagulation, by a method 
which, I take it, must exert a markedly selective influence on the carcinomatous 
tissue, then this constitutes a great improvement. I would be much interested to 
know the ultimate outcome in this case. The result as seen here, as compared 
with the description, is certainly remarkable. 

Dr. GREENBAUM: This patient had an ulcer, I would say 1% inches (3.17 
cm.) long and % inch (1.9 cm.) wide and perhaps % inch (0.6 cm.) deep involving 
the base of the tongue and floor of the mouth, and the result that Dr. Pfahler 
has obtained in eighteen days is remarkable, in view of the fact that surgeons 
and many radiologists feel that many of these cases with glandular metastasis are 
hopeless. If this result is permanent, a remarkable advance has been made in 
the treatment of oral cancer. 

Dr. PFAHLER: I would like to add these remarks. As to the durability, I 
have been doing this work only a little less than three years and therefore have 
no five year results to report, but approximately 100 patients have been treated 
by this method. One of the patients, who had involvement of the posterior two 
thirds of the tongue and enormous thickening was apparently well. After a year 
there was a recurrence of the condition, and I was afraid to give him more radia- 
tion (he had had 37,000 mg. hours) but I told him that that was the only chance 
for him. I then gave him up to 54,000 mg. hours; that was fifteen months ago. 
He is entirely well and working every day down on the docks. I have seen 
results even when the bone is involved, which I thought previously could never 
be obtained. I had six cases of my own in which there was involvement of the 
bone and in which I was able to induce healing. I saw three cases in Montreal 
in which the bone was involved, and in which the condition had healed and remained 
healed. It does seem that this method affords a means of controlling involvement 
of the bone in cases in which it was previously necessary to resect the jaw bone. 
It is based on principles set forth by Professor Regel of the Radium Institute of 
Paris. There are two factors: 1. In squamous cell carcinoma one must have a 
prolonged radiation. In Paris and in the Radium Institute formerly this was 
obtained by using small seeds or a 1 millicurie or 0.5 millicurie and obtaining action 
over a long period, and then very small radioplatinum needles were used with a 
very small quantity of radium, but now this technic of high filtration and prolonged 
radiation is also being developed. I tell all these patients that they must have daily) 
treatment practically for three or four weeks. That is one factor. 

2. The second factor, worked out also by Professor Regel, is that the higher 
the filtration the less damage there is to the normal tissues. There is, at the 
highest form of filtration, practically no effect on the normal tissues, and yet, 
apparently, an effect on the cancer cells. 

Now if this method works out as it seems to, it is only a question of giving 
patients enough radium early. There is something we often lose sight of. Once 
people know that they can be treated by radium and by these less destructive 
methods, patients will come when their conditions are in the early stage, and there 
will be a better chance of curing them. 

I use only gamma rays. If one eliminates 98 per cent of the beta rays with 
0.5 mm. of silver and with 0.5 mm. of platinum —the gold is almost equal to it — 
one gets only the most penetrating variety of gamma rays. 

Dr. ScCHAMBERG: Is there any proof that these hard gamma rays have a 
selective influence on carcinoma tissue as compared with normal tissue? 
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Dr. PFAHLER: The only proof is these clinical results. It is extremely difficult 
to measure gamma rays, particularly the hard gamma rays. Even with the best 
measuring instruments that have been devised, it is extremely difficult to get accurate 
measurements and accurate controls. I have carried this idea beyond the point 
to which it had been carried by any one else that I know of. Professor Regel 
took various grades of radiation and studied the effects of higher grades of filtra- 
tion, but he did not go as high as this. One does not find these qualitative effects, 
for instance, in the x-rays, in soft rays, as compared with hard rays, providing 
one gets the same degree of absorption in the tissues. 

Dr. SCHAMBERG: I may add that at the Philadelphia General Hospital for 
several years past we have been treating large, deepseated angiomas, subcutaneous 
as well as cutaneous, by a method which perhaps has some analogy to this. We 
used large doses at one sitting, as high as 2,500 milliamperes about 4 cm. from 
the skin, treatments being given at very long intervals several months apart. We 
have had some astonishingly good results, scarcely believable, so that it would 
seem that these heavily filtered rays may have a selective influence on angiomatous 
tissue as well as malignant tissue. 


PSORIASIFORM TERTIARY SYPHILID. Presented by Dr. Katz for Dr. GREEN- 

BAUM. 

A man, aged 30, single, came to Dr. Schamberg’s clinic with an eruption on 
both arms, consisting of slightly scaly papules, of three years’ duration. A year 
and a half later, similar lesions developed on the abdomen. There was no history 
of a primary lesion or skin eruption at any time. Results of a blood test were: 
Kolmer-Wassermann + 4 +4 +4, Kahn +3 +4 +4. 


CoLttoip AcNE. Presented by Dr. GREENBAUM. 


A. C., aged 19, a white woman, presented from eight to ten scattered, dark 
yellow, flat, well defined lesions resembling lupomas, and varying in size from 


that of a pinhead to that of a split-pea. The eruption might have been mistaken 
for disseminated lupus erythematosus. 


A CASE FoR D1aGNosis. Presented by Dr. GREENBAUM. 


A. M., aged 30, a white woman, single, presented a superficial papulosquamous 
eruption on the forehead which she had had for one year. She also presented a 
superficial papulosquamous eruption on the neck, trunks, arms, forearms and thighs 
which she had had for one week. She gave a history of working with a girl 
who had been to our clinic, and the history revealed that a diagnosis of pityriasis 
rosea had been made. This patient’s Wassermann reaction was negative. There 
were a number of seborrheic greasy scales on the scalp, with no falling of hair. 


DISCUSSION 

Dr. Corson: I am rather of the opinion that this recent eruption is pityriasis 
rosea, while the older one was probably seborrheic dermatitis. 

Dr. SCHAMBERG: This case is of interest because of the development of a 
recent eruption apparently on an old one. She has a marked seborrheic dermatitis 
of the scalp, very pronounced, with erythematosquamous eruption on the face of 
considerable duration, and with circumscribed oval red patches on the trunk which 
bear considerable resemblance to pityriasis rosea. However, one must realize that 
seborrheic dermatitis may closely resemble pityriasis rosea. I think that it is more 
reasonable to suspect that the whole process is one and the same condition than 
to suggest the superimposition of a pityriasis on a seborrheic dermatitis. 

Dr. KLaupER: I regarded the eruption on the trunk as pityriasis rosea. 
Pityriasis rosea and seborrheic eczema are extremely common. It is possible for 
them to appear conjointly in the same patient. 

Dr. GREENBAUM: Would a therapeutic test be of any value here? 
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Dr. SCHAMBERG: I do not think that any therapeutic test would be decisive. 
The disappearance of the eruption on the trunk within four or five weeks would 
rather be in favor of a diagnosis of pityriasis rosea. 


HERPES ZOSTER GENERALIZATA. Presented by DR. STOKEs. 

This patient was seen for the first time yesterday. At that time there was 
an eruption on the left side of the face, behind his ear and under his chin. A 
generalized vesicular eruption has since developed. The entire duration of the 
eruption was six days. 

DISCUSSION 

Dr. SCHAMBERG: I think that these cases are of sufficient interest and impor- 
tance to warrant their being placed on record. They are not numerous. They 
throw a certain light on a discussion which is going on rather actively in the 
literature today. This particular patient has not as many supernumerary vesicles 
as the patients in some of the reported cases. A case reported by me was more 
extensive. The point of special interest is that those who maintain an intimate 
relationship, causative and clinical, between herpes zoster and varicella are inclined 
to report generalized herpes as chickenpox. The larger lesions look like varicella, 
and it is impossible for the most skilled worker in microscopic anatomy to dis- 
tinguish between the vesicle of herpes zoster and that of varicella. Even the 
late Dr. Kyrle of Vienna stated that nobody can distinguish between the two. 
This discussion brings up that whole interesting relation between herpes and 
varicella. I believe that in generalized herpes the virus, in addition to attacking 
the cells in a few ganglions, also attacks scattered cells in other ganglions of the 
cord; thus, one sees these scattered lesions. Virtually all these cases of generalized 
zoster are in people past middle age. 


PARAPSORIASIS. Presented by Dr. Kaun. 


J. L., aged 12, presented himself at the skin clinic of the Methodist Hospital on 
Jan. 19, 1929, for relief of a skin condition which he said had been present for 
the past seven and a half years. 

Two months after birth sores developed on the face. These lesions extended, 
involving the forehead and scalp. The condition did not improve under treatment, 
but extended to the extremities and some parts of the body. When he was 4% 
years of age, small single lesions developed on both thighs. Later, similar patches 
made their appearance and apparently coalesced and gave rise to the large patches. 
On the thighs were minute papules covered with furfuraceous scales and associated 
with itching. The mother said that when herpetic lesions appeared on the face, 
those on both thighs were fiery red and conspicuous; but when the former dis- 
appeared, the lesions on the thighs were faintly red and hardly noticeable. 

A specimen for biopsy was taken from the right thigh, and the following labo- 
ratory report was submitted by Dr. Weidman. The microscopic description was 
that it was a classic psoriasis of rather long duration. The layer of parakeratosis 
was thin for psoriasis but, nevertheless, typical. The interpapillary pegs, likewise, 
were of the regular uniform length and symmetrical form. There were none of 
the commonly described Sabouraud’s abscesses. Sweat glands were highly developed 
and normal in appearance. No sebaceous glands appeared in the section. 


DISCUSSION 
It was generally agreed that the case presented was a classic case of psoriasis, 


apparently of advanced development. 


PosTVACCINAL ErupTIoN. Presented by Dr. Kaun. 


J. L., aged 9, when 4 years of age was vaccinated on the left arm, which 
became swollen and suppurated. One month later small pustular lesions developed 
on both legs. These lesions later extended to the body, and he was treated for 
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this condition at the Pennsylvania Hospital. He had crusted pustular lesions for 
four months, appearing one month after vaccination. This was diagnosed as 
parasitic eczema. 

These lesions disappeared during the warm weather and reappeared in the cold 
weather. The present rash had been present since December. Small lesions 
appeared on the finger-nails, causing destruction of several nails. While the 
lesions on the body disappeared and reappeared, those of the nails have been steadily 
present for the past five years. Culture of scales taken ten days before presentation 
showed no growth. Dr. Weidman, who was kind enough to examine the section 
of skin removed from the abdominal wall, would not commit himself as to diagnosis. 


DISCUSSION ON POSTVACCINAL ERUPTION AND PARAPSORIASIS 


Dr. Stptick: Although the infection has existed for the past seven years 
in the older boy, it is almost devoid of infiltration, and the inflammatory reaction 
is rather mild. Primary lesions seem to consist of a papule with a scale. In that 
the condition corresponds to Brocq’s description of parapsoriasis. 

Dr. Corson: The report of Dr. Weidman on both these cases seems to me 
to have some bearing on the diagnosis. Dr. Weidman reports the biopsy on the 
older boy as classic psoriasis. Should this have more weight than the appearance, 
which is somewhat suggestive of that disease, but also in some ways resembles 
parapsoriasis? It is curious that there is no involvement of the scalp in the 
younger boy. If it were a favus it would seem that his scalp surely couid not 
have escaped contamination, particularly as it was present on his nails. Again the 
failure to obtain growth so far in the cultures is against the diagnosis. In some 
places it almost suggests the seborrheic type of psoriasis, and again one would 
expect to find it on the scalp and possibly, in so florid an eruption, on the trunk. 

Dr. KLaupER: I think the younger boy presents a variety of acrodermatitis 
of Hallopeau. The fact that no organisms were found does not rule out this 
diagnosis. In one of my patients with this disease, repeated cultures were made 
before the organisms were finally isolated. 

Dr. SCHAMBERG: There has been a variety of diagnoses in this younger child, 
and to continue the list I would suggest an entirely different one. I receive two 
impressions from the picture. One will note the circumscribed patches varying 
in size from that of a pea to that of a coin on the back, sharply marginated and 
covered with crusts interspersed with frank pustules. There is a history of the 
development of the condition within a short time after vaccination. One thought 
is that this may be the pustular type of dermatitis herpetiformis. Proof or dis- 
proof of that diagnosis could be obtained by the administration of arsenic. These 
cases of postvaccinal dermatitis herpetiformis clear up under the administration of 
arsenic. If not that, I would suggest “infectious eczematoid dermatitis.” It is 
unusual to see these widespread, discoid, sharply marginated patches with frank 
pustulation. I do not think that it is possible at this time for any one dogmatically 
to state the diagnosis. 

Dr. GREENBAUM: Dr. Kahn asked me to see this patient about a week ago. 
I felt then that the differential diagnosis rested between the pustular form of 
dermatitis herpetiformis and infectious eczematoid dermatitis and favus, which I 
eliminated by microscopic examination. 


Errects OF CopPpER TARTRATE INTRAVENOUSLY ON PsortAsis. Presented by 
Dr. GREENBAUM. 


Three patients from the Mount Sinai Hospital Clinic were presented, two of 
whom were practically free from psoriatic eruption and the third showed definite 
resolution of existing lesions located on the elbows and scalp. The first two 
instituted. The only local application was petrolatum. Resolution began after the 
twelfth injection given thrice weekly. One of these patients had been under the 
care of a dermatologist for over a year, with no influence on the eruption. In 
patients had had generalized, widespread, confluent eruptions before treatment was 
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another patient with a widespread guttate psoriasis the lesions showed some, 
but not complete, resolution. Further studies on the influence of copper compounds, 
prepared as was the present compound by Mr. Brown, chemist of the Research 
Institute of Cutaneous Medicine, are being made on psoriasis. The toxicity of 
copper tartrate is extremely low; one of these patients had received more than 
forty injections. 


ST. LOUIS DERMATOLOGICAL SOCIETY 
NorMAN Tostas, M.D., Secretary 
Regular Meeting, March 13, 1929 


R. H. Davis, M.D., President 


ERYTHEMA MULTIFORME PERSTANS. Presented by Dr. M. C. SNIDER. 


A white woman, a widow, aged 39, presented an eruption on the back which 
began two months previously as “hives” on the right shoulder and spread 
posteriorly. Two weeks later a similar eruption appeared on the left shoulder 
and later in the groins. The patient denies taking medicine internally. There is 
a moderate pruritus in the areas involved. 

In both axillae, the right side of the chest and the inguinal regions are multiple 
plaques about 4 inches in diameter. The lesions are yellowish-brown and 
wheal-like. Some are scalloped and crescent-shaped with a tendency to central 
clearing. 


A Case For DracGnosis. Presented by Dr. M. C. SNIDER. 


A white man, married, aged 65, complains of a sore lip of three weeks’ duration. 
The patient denies taking medicine internally. 

Involving the vermilion border of the lower lip is a circumscribed, firm, elevated 
crusted lesion 1.5 cm. in diameter. Removal of the crust exposed an ulcerated 
surface with a slight amount of purulent exudate. There are no lesions on the 
body or mouth and no enlarged glands. A Kahn test has not been made. 


DISCUSSION 


Dr. CoLeMAN: I think it is an epithelioma, although a primary lesion of the 
lip must be ruled out, though an epithelioma could hardly attain that size in three 
weeks. 

Dr. Hunt (Springfield, Ill.): My diagnosis is epithelioma. 

Dr. Wertss: I thought at first it was a furuncle because it was crusted over 
and pus appeared at the edges on pressure. Dr. Snider scraped the lesion and 
pus does not show now. It does not look like an epithelioma to me, especially as 
an epithelioma would take more than six or eight weeks to grow that size. It 
looks more like a granuloma. It also looks like a process caused by bromides. It 
will have to be watched and studied before any conclusion can be made. 

Dr. Tosras: First of all a dark-field examination should be made to rule 
out a primary lesion. If the patient really has had this ulcer three weeks, a 
diagnosis of epithelioma can practically be dismissed because they do not grow 
that large in so short a time. I have never seen a bromide or iodide rash of the 
lip, but it is possible. I would rule out syphilis first by a dark-field examination 
as well as by stripping the patient and looking carefully for a roseola. 

Dr. SNIDER: I believe it is an epithelioma. 

Dr. Toomey: The lesion on the lip is, I believe, a granuloma. I thought as 
to the possibility of a primary, but think it is pyogenic in origin, that is, a 
eranuloma of low-grade pyogenic origin, not a botriomycosis. 
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Dr. Davis: If it was a primary syphilitic lesion, it would have shown more 
acute involvement by this time. I thought like Dr. Weiss it was an eruption 
from the use of drugs, but the patient gives no history of taking anything except 
cough syrup in the winter, which might have contained iodides, but would not be 
so likely to contain bromides. 

Dr. Toomey: The patient would show other lesions in an eruption caused 
by the use of drugs; he also claims not to have taken any kind of medicine for 
two months. 

Dr. Davis: It will probably turn out to be an eruption caused by the use 
of drugs. 


CasE FOR DraGnosis. Presented by Dr. M. C. SNIDER. 


A white woman, married, aged 42, complains of sores on the legs of two 
months’ duration. She denies taking medicine internally. There are no pains in 
the joints or pruritus. 

On the anterior aspect of the thighs and flexor and extensor surfaces of the 
legs are groups of purpuric lesions varying in size from that of a pea to that 
of a cherry. The lesions begin as purpuric spots which form a central vesicle, 
ulcerate and become crusted. On the thighs are groups of pigmented spots which 
were the site of former lesions. 

DISCUSSION 


Dr. CoLeEMAN: I think it comes under the classification of those tuberculids 
of intestinal origin, which Guy, of Pittsburgh, described. 

Dr. Wetss: I think that it is a tuberculid sine tuberculosis. The patient had a 
purpura at the time she entered, and in the majority of the purpuric spots the 
centers were ulcerated. It seems to be a streptococcic thing, blood borne, related 
to ulerythemia streptogenes, a blood-borne coccal infection of the skin producing 
a purpura with papules and ulcerations and caused by a coccus of a low-grade 


virulence. We have seen it associated with mild low-grade endocarditis. The 
patient should be gone over medically carefully. 

Dr. Brown: My opinion is that the condition is ecthyma. 

Dr. SNIDER: When the patient first entered, there were three or four discrete 
purpuric lesions. I made a diagnosis of purpura simplex. A week later numerous 
lesions had ulcerated. Dr. Weiss requested a blood culture, which was negative. 

Dr. Toomey: From the history it clearly started as a purpura simplex. Some 
of the lesions on the lower limbs are ulcerated, perhaps due to abrasions; however, 
the infection might have been hematogenous in origin. About three or four years 
ago I had a man who developed an extensive purpura and hematogenous infection. 
He had at the same time an acute endocarditis and the purpura was almost 
universal. He ran a high fever and many of the purpuric macules developed into 
ecthymas. My case was more virulent than this one. 

Dr. Davis: Is there nephritis present? 


Dr. SNIDER: There is no edema, but there are varicosities. 


Lupus EryTHEMATOSUS. Presented by Dr. M. C. SNIDER. 


A white woman, a widow, aged 51, complains of sores on the face of one 
and one-half years’ duration. The condition began as a “flaky” spot in front of 
each ear below the hair line. The spots became irritated and red and increased 
in size. About six months previous to presentation, small, scaly, raised patches 
appeared behind each ear. There is considerable pruritus in these areas. 

The familial history shows evidence of tuberculosis. The past history is 
negative. 

3ehind both ears and anterior to the left ear are sharply defined violaceous 
plaques. These are scaly and have a papular border. 
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DISCUSSION 

Dr. SNIDER: It is of the class of granulomas. I made a diagnosis of lupus 
erythematosus. 

Dr. Tosras: I believe it is one of those borderline cases of seborrheic derma 
titis chronica and lupus erythematosus. 

Dr. Weiss: I have no definite conclusion. It has puzzled me a good deal. | 
thought of lupus erythematoides and also of seborrheic dermatitis. I am mor 
inclined to call it lupus erythematoides, LeLoir type. There is scaling and 
elevation, and it is plainly granulomatous in places. 


Acnitis. Presented by Dr. M. C. SNIDER. 


A white woman, single, aged 34, presented an eruption on the face and neck 
of two months’ duration. A similar eruption had occurred last summer after the 
patient had eaten strawberries. The family and past history were negative. 

The eruption was present on the forehead and left side of the face. The lesions 
are small yellowish granulomatous papules from 2 to 5 mm. in diameter. There are 
scattered, pitted scars on the left cheek. The Kahn reaction is negative. 


DISCUSSION 

Dr. COLEMAN: My diagnosis is acne varioliformis. 

Dr. Werss: I think it is a definite case of acnitis, of the type described by 
Schamberg. This group of granulomas does not leave marked scars. 

Dr. Tostas: I believe it is acne agminata belonging to the tuberculid group. 

Dr. Brown: There is some scaling in one or two places. I think it is a 
mixed condition. I believe it is acne varioliformis. 

Dr. Toomey: I should say acnitis, rather than acne varioliformis, because 
there is no evidence of a breaking down. 

Dr. Davis: Dr. Weiss and Dr. Toomey practically agree it is acne agminata. 
Acne varioliformis leaves larger scars. I believe it is acne agminata. 

Dr. Wertss: Acnitis, acne agminata, and hydradenitis destruens suppurativa 
are all one and the same thing. 


CASE FOR Dracnosis. Presented by Dr. M. C. SNIDER. 


A white woman, a widow, aged 51, had a boil on the right side of the forehead 
in January, 1927, which was incised by a physician. At the same time, the patient 
noticed a redness of the arms and later some redness of the face and neck. This 
redness has never entirely disappeared. It does not itch or burn. The patient 
feels fine otherwise. The family and personal histories are negative. 

There is a marked, deep red coloration of the forehead, cheeks, chin, anterior 
and posterior surfaces of the neck and upper part of the chest, and extensor 
surfaces of the arms and forearms, and dorsal surfaces of the hands and fingers. 
The skin is dry, scaly and slightly thickened. There is considerable atrophy in 
all the affected areas. The patient has been having blisters on the neck and arms. 
These persist several days and discharge, then disappear. The Kahn reaction is 
negative. The blood picture shows a secondary anemia; otherwise it is normal. 
Biopsy has not been reported. 

DISCUSSION 

Dr. Wetss: There are three things to consider. My tentative diagnosis is 
lupus erythematous disseminatus, with the reservation that it may be a poikiloderma 
vasculare. The patient developed bullae on the arms and thighs which may 
change the diagnosis to the Senear type of lupus erythematosus pemphigoides. 


Dr. SNIDER: My opinion is lupus erythematosus disseminatus. 
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SUPERFICIAL EPITHELIOMA. Presented by Dr. M. C. SNipeER for Dr. C. W. 
LANE. 


A white woman, married, aged 55, complains of a sore on the right side of the 
body of fifteen years’ duration. The condition began as an itchy spot, which would 
crack open. After washing, the spot wouid become irritated. This has slowly but 
progressively increased in size. Four years ago a crust appeared in the center 
of the spot. A physician said it was nevus and treated it with caustic salve. This 
healed the central crusted spot but left a large red colored area about the scar. In 
October, 1928, the scar broke down forming an ulcer. 

On the right side of the abdomen just above the iliac crest is a raw patch the 
size of a man’s palm. The surface is shiny, glistening and bright red. Scattered 
over the surface are numerous brighter areas. The borders are of the thickness 
of darning thread, and are slightly raised and scalloped. Near the medial border 
of patch is a punched-out, ulcer the size of an almond seed. The borders of the 
ulcer are indurated, hard and of pearly hue. The Wassermann and Kahn reactions 
are negative. 

DISCUSSION 

Dr. COLEMAN and Dr. Hunt suggested the diagnosis of epithelioma. 

Dr. SNIDER: It may be Bowen’s disease. Porokeratosis should also be 
considered. 

Dr. Toomey: I believe it is a superficial epithelioma, but not the morphoeaform 
epithelioma as suggested. If porokeratosis had not been mentioned, I would not 
have thought of it. There is more clearing in the center in porokeratosis. 

Dr. Wetss: Most cases of porokeratosis are on the hands and wrists. They 
are much smaller in area. I believe the condition in this case to be epithelioma. 

Dr. Davis: The border is more typical of the superficial epithelioma that 
Stelwagen described than of porokeratosis; I did not think of porokeratosis, either. 

Dr. Toxstas: In porokeratosis the edges are more raised and keratotic, with 
clear centers and less inflammatory reaction. This case does not suggest that 
diagnosis. 

Dr. Davis: The erythema may be the result of trauma. Some physician tried 
to burn away something. 


TUBERCULOsIS CuTIs. Presented by Dr. G. C. Hunt. 

A well developed man, aged 32, a miner by trade, reported Feb. 24, 1929, 
complaining of sores about the rectum and the surrounding tissue of the buttocks. 
The family history was not important. The patient had a fistula of the 
rectum, dating from the age of 6. At 20 years of age it became worse and was 
treated at intervals with local applications. Two years ago he was treated at 
the Hoxey Institute with a white powder locally and from that date gradually 
lost weight (50 pounds) and the lesion spread out onto both buttocks, perineum 
and scrotum. The Kahn test is negative. 


DISCUSSION 

Dr. CoLeMAN: I believe it is tuberculosis cutis. 

Dr. Hunt: I considered it a tuberculosis cutis when I first saw the patient. 
Apparently it was a tuberculosis on account of the history of fistula which he 
had had for years. The fistula did not break down until he was 12, and it has 
been discharging pus ever since. 

Dr. WeErss and Dr. Tostas agreed with the diagnosis. 

Dr. Davis: My opinion is tuberculosis cutis. One of the interesting points 
is whether the fistula preceded the tuberculosis or followed it. I think it was of 
tuberculous origin. The tuberculosis was at the bottom of it and caused the 
fistula; then there followed a secondary infection. 
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RayNAupb’s DIsEASE (?). Presented by Dr. NORMAN ToBIAs. 


H. A., a white man, aged 65, entered the clinic complaining of an eruption 
on the legs and feet of one month’s duration. 

The present illness started about six months previous to presentation when 
the patient began to complain of sharp pains in the legs and a sensation of his 
feet “going to sleep.” A few weeks later the anterior surface of both legs and 
the heels and some of the toes assumed a reddish discoloration, which changed 
to a vivid cyanotic hue about one month previous to presentation. 

Physical examination revealed that the patient weighed 110 pounds (49.9 Kg.), 
was somewhat emaciated and had a slight tremor of the hands. There was a 
symmetrical eruption involving the anterior surface of both legs, extending from 
2 inches (5 cm.) below the patellae to within 3 inches (7.6 cm.) above the malleoli. 
The skin over the involved area was somewhat thickened and cold to the touch and 
a dusky blue. Both heels were also symmetrically affected, as well as the big, 
second and third toes of each foot. Pulsation was present in the dorsalis pedis 
arteries. The blood pressure was 130 systolic and 60 diastolic. The Wassermann 
reaction and blood smear were negative. 


DISCUSSION 

Dr. Lane: The condition is probably secondary to some vascular condition, 
either Raynaud’s disease or thrombo-angiitis obliterans. 

Dr. Tosras: I saw the patient today for the first time. I tried to examine 
him as carefully as possible. From the history I came to the conclusion that the 
condition possibly was Raynaud’s disease from the syndrome that presents itself: 
first, paresthesia in the leg, then a prickling sensation; also the patient said the 
ankles had been swollen. There is venous congestion with scaling, and the areas 


involved are symmetrical. Also, the fact that the lesions are painful to touch and 
the present attacks of pain in the lesions suggest Raynaud’s disease. There is no 
history of cigaret smoking, which is common in Buerger’s disease. I shall be glad 
to report on him later. Of course, Raynaud’s disease more often attacks the fingers 
and hands, but there is no reason why it could not attack the feet. 


A Case For DraGnosis. Presented by Dr. M. C. SNIDER. 


A white man, aged 54, a watchman, said that the present eruption began ten 
years previous to presentation. It started as a red, scaly spot on the left arm. 
Similar areas appeared on other portions of the body. These enlarged, and in 
three years the skin of the entire body became involved. Scale formation appeared 
after washing or bathing. There was no pruritus. The general health of the 
patient was good. The familial history was negative. 

The patient presented a generalized erythroderma. The skin was shiny, soft, 
thin and atrophic. The color varied from brownish red to blue-red, and had a 
mottled appearance. There was considerable thin scaling on the body and extrem- 
ities. The results of physical examination were essentially negative. The red 
blood cells numbered 5,000,000; the white blood cells 8,200, with 90 per cent 
hemoglobin. A _ differential count revealed polymorphonuclears, 52 per cent; 
lymphocytes, 45 per cent; basophils, 2 per cent; eosinophils 1 per cent. Urinalysis 
gave negative results. The results of biopsy and the Kahn test have not been 
recorded. 

DISCUSSION 

Dr. Tosrtas: The condition belongs to the chronic, scaly erythrodermas. I 
would wait for a biopsy before giving a definite conclusion. It looks like a 
poikiloderma atrophicans. As a matter of fact, the biopsy and blood picture in 
these cases often change from time to time so that time alone will prove the final 
diagnosis. 
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Dr. LANE: This is one of the idiopathic atrophies, clinically corresponding to 
the classic picture of poikiloderma. 

Dr. Krinc: I agree with Dr. Tobias. 

Dr. COLEMAN: The condition belongs to the general class of chronic scaly 
erythrodermas, and of that group I believe that the case resembles most para- 
keratosis variegata. 


CONGENITAL SypuHILis. Presented by Dr. M. C. SNIDER. 


A white youth, aged 19, gave a history of a sore, swollen, painful condition 
of the nose of ten months’ duration. His parents were living and well. One 
brother and sister were well. The patient presented a large ulcer which had 
destroyed the nasal septum anteriorly and the upper portion of the upper lip, and 
had perforated into the mouth through the lip. The Kahn reaction was negative. 


DISCUSSION 
Dr. Tostas: My diagnosis is late hereditary syphilis. 
Dr. Krinc: I believe we all agree with the diagnosis. 


LYMPHOBLASTOMA. Presented by Dr. Ropert Davis for Dr. G. V. STRYKER. 


A man, aged 68, presented himself at the skin clinic of the City Dispensary 
on April 1 complaining of an intense itching of the skin which had existed for 
four months; this attack was the second, the first having occurred about a year 
previously. 

The skin of the entire body, including the face and scalp, was intensely red and 
thickened. The patient scratched himself constantly. The epidermis was covered 
with a fine, branny scale. Lichenification had developed in some areas. 

Examination revealed a lymphadenitis of the inguinal and axillary regions. The 
white blood count revealed a total of 7,500 cells per cubic millimeter. The differ- 
ential count also following the Schilling method revealed eosinophils, 12 per cent; 
basophils, 0.5 per cent; immature forms, 9.5 per cent; segmented, 62.5 per cent; 
lymphocytes, 8 per cent, and monocytes, 7.5 per cent. 

The interpretation of this is a slightly infectious picture with a lymphopenia 
which is not indicative of a leukemia. No history of medication was obtained 
from the patient. 

DISCUSSION 

Dr. BROCKELMANN, Dr. KRING, and Dr. CoLEMAN agreed with the diagnosis 
of leukemia cutis. 

Dr. SNIDER: The blood picture is like an exfoliative dermatitis because of the 
high percentage of eosinophils. 

Dr. GREINER: I do not believe a diagnosis could be made without a biopsy. 
One cannot say more than that it is an exfoliative dermatitis. 

Dr. SNIDER: The blood picture does not seem to correspond to anything. It 
is now like an exfoliative dermatitis unclassified. 


LICHEN PLANUS ATROPHICANS. Presented by Dr. M. C. SNIDER. 


A white woman, aged 24, single, a stenographer, gave a history of an eruption 
on the hands since childhood and on the neck for the past two years. 

On the backs of the hands and on the fingers were numerous papular lesions 
which were slightly elevated from 0.5 to 1 mm., angular and violaceous to red. 
On the back of the neck were flat, red plaques from 3 to 5 mm. in size and slightly 
scaly. There were similar lesions on the front of the neck. The mucous membrane 
was free from lesions. 


DISCUSSION 


All present agreed with the diagnosis of lichen planus atrophicans. 
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A Case FoR D1aGnosis. Presented by Dr. M. C. SNIDER. 


A white boy, aged 3, had a sore on the right cheek of five months’ duration 
The lesion began as a small sore and continued to discharge pus. On the right 
cheek above the angle of the jaw was a brownish-red area the size of a penny 
The center was slightly depressed and along the border were multiple pinpoint 
acne-like lesions. The cervical glands were enlarged. The teeth were in good 
condition. An x-ray picture of the jaw showed some cloudiness but no bone 
destruction. 

DISCUSSION 

Dr. BROCKELMANN: I believe the condition is a chronic pus infection. 

Dr. Tostas: My opinion is that it is a simple staphylococcic infection. 

Dr. Lane: The present lesion is an old, chronic sinus, the exact etiology 
of which has not been determined. It is frequently seen in tuberculosis. This 
is a type of skin condition in which a Schilling blood count might be of some 
aid in diagnosis. 

Dr. GREINER: It looks like a chronic staphylococcic dermatitis. 

Dr. SNIDER: There is no bone involvement, although there is some cloudi- 
ness. The teeth are in good condition. The father had a chronic cough, which 
he said was from cigarets. I believe the condition is secondary to a tuberculous 
sinus. 


LICHEN PLANUS ANNULARIS. Presented by Dr. M. C. SNIDER. 


A white woman, aged 48, single, gave a history of an eruption on the body 
of three years’ duration. On the back, along the vertebral column and on the 
left forearm were groups of slightly raised, violaceous, angular papules having 
an annular formation. Some lesions were umbilicated. 


DISCUSSION 


All agreed the case to be lichen planus annularis. 


A Case For DraGnosis. Presented by Dr. M. C. SNIDER. 


A white, man, aged 24, a truck driver, gave a history of an eruption on the 
face and hands of eight weeks’ duration. The patient was exposed to sunlight, 
and a papular dermatitis of brilliant red involved the skin of the face, neck and 
hands. 

DISCUSSION 

Dr. LANE: When first seen, the appearance was much different from what 
it is today. It was then intensely inflamed, due to irritating local applications. 
Its presence in the exposed areas, with definite line of demarcation above the 
point at which the shirt collar covered the skin, indicated some external agent 
as the cause, most likely a dermatitis due to actinic rays. 

All believed the condition to be a sensitization dermatitis from exposure to 


the sun. 


RECURRENT ERYTHEMA MULTIFORME. Presented by Dr. M. C. SNIDER. 


\ white, boy, aged 12, gave a history of being vaccinated six years previous 
to presentation. Shortly following vaccination, the patient had an eruption on 
the forearms, face and neck, which disappeared spontaneously in six weeks. Since 
then, the eruption had recurred several times each year. The patient did not 
complain of sore throat or pain in the joints. 

On the flexor surfaces of the forearms and on the back of the neck were 
multiple, deep red, raised disklike lesions, having various configurations. Some 


lesions present vesicles. 
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INFECTIOUS EczEMATOID DERMATITIS. Presented by Dr. LANE. 


W. B., a man, aged 20, presented three round, exudative lesions on the dorsum 
of the left hand and thumb, varying from ™% to 2 inches (1 to 5 cm.) in diameter. 
The history of the lesion was that the patient had a sulphuric acid burn in June, 
1928, which healed promptly and was soon followed by the lesions as presented. 
He had three roentgen treatments on August 31, September 7 and 13; the first 
two were two-thirds skin unit; the last, one-half skin unit. The various treatments 
received during the summer had little influence on the lesions. The patient was 
presented for therapeutic suggestions. 


DISCUSSION 

Dr. LANE: I first saw the patient on September 29, and have had no success 
in curing the lesions with any of the usual treatments, although they have all 
healed over half a dozen times leaving apparently normal skin; but they have all 
broken out within a week or so, and for the last two months have not healed over 
and are getting larger. 

Dr. MacKee: I suggest constant, adequately applied wet dressings of 
solution of aluminum acetate, or metaphen, diluted with distilled water 1:30 until 
the exudation ceases. If the exudation continues, I should paint the areas with 
2 per cent silver nitrate in nitrous ether. As soon as the acute inflammation 
subsides, I should begin to use chrysarobin, first using 1 grain (0.065 Gm.) to the 


ounce of Lassar’s paste without salicylic acid. Later this may be increased to 
3 per cent, then changed to a 10 per cent zinc oxide ointment containing 3 per cent 
chrysarobin, and later to chrysarobin ointment alone. Finally, if necessary, the 
strength may be increased to 10 per cent. The case may be one of dermatophytosis 
with infectious eczematoid dermatitis or a complicating factor. 


Dr. H1iGHMAN: I have had several such cases in the last few months, and 
find that roentgen treatment for infectious dermatoses of this kind is contra- 
indicated. It increases susceptibility and lowers resistance. I am not only con- 
vinced of that, but have had several cases under observation in which after roentgen 
irradiation the eruption has become disseminated. I do not approve of the use of 
the roentgen rays while the acute exudative stage is presented. The indications 
are twofold: (1) antisepsis, but antiseptics do not reach where they are needed, 
and (2) soothing. Most antiseptics irritate the tissue. I think that on the whole 
they make this condition worse. Thus the main indications should be (1) to 
evacuate the vesicles, and (2) to heal the skin. I apply, as a sort of local tissue 
shock, Whitfield’s ointment with oil of cade incorporated, which irritates and 
hurts the skin and should be used for no longer than forty-eight hours. After 
that, a hot solution of magnesium sulphate for ten minutes every hour and 
Lassar’s paste should be used, the hot dressing being applied without removing the 
paste for each treatment. 

The last case of this sort I saw was that of a dentist, who got well within a 
week, At that point of involution which comes in five or ten days, when it begins 
to desquamate, I think that the roentgen rays are indicated to hasten the exfoliation 
and restore the tissue to normal. But the prognosis is not good. The condition 
is comparable with a cold in the head. It can be controlled, but recurrences seem 
inevitable. 

Dr. THRONE: I think that Dr. MacKee has covered the case; I thoroughly 
agree with him, except that I should add that in all of these cases, whether of 
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bacterial or of mycotic origin, I think a chemical analysis of the blood is indicated. 
Dr. Highman, I believe, reported a case of hyperglycemia in fungus infections. 
In our work at the Skin and Cancer Hospital we have found an elevated blood 
sugar uniformly in such conditions. In a report in the Archiv f. Dermatologie und 
Syphologie for January, 1929, Urbach and Sicher showed that the skin sugar is 
comparable to that of the blood; having an increased skin sugar would lower the 
resistance to infection and make the tissues a better culture medium. I should 
suggest that a chemical analysis of the blood be done in this case and if the blood 
sugar is found to exceed 100 mg. in 100 cc. of blood that the patient’s carbohydrates 
be restricted. 


Dr. GRAHAM: I had a somewhat similar case under observation at the hospital. 
The patient had used everything I could think of, and when the article by Dr. 
White on the use of mercurochrome-220 soluble and salicylic acid came out, | 
tried it with startling success. I do not know whether it would work in this case, 
but it might be tried. 


Dr. WHITEHOUSE: When I first saw the case I diagnosed it as infectious 
eczematoid dermatitis. I agree with all that Dr. MacKee has said and with some 
of what Dr. Throne has said—anything that will improve the resistance of the 
skin will be beneficial. After the acute symptoms have subsided, I should 
apply a solution composed of 5 per cent pyrogallic acid twice daily. This often 
works well in dermatophytosis. 


Dr. BecHEetT: The appearance of the patch is that of dermatomycosis. It is 
sharply outlined and vesicular. In the past two or three months I have had 
smears and cultures made in about sixty similar cases, and we demonstrated fungi 
only once or twice; so that I am beginning to wonder if these cases we call tinea 
without demonstrating the fungus are really ringworm at all. It might well be 
possible that the diagnosis of pompholyx and eczema may come into some kind of 
favor again. Certainly in view of the chaotic opinion on the subject, it might be 
wise to call vesicular eruptions of the hands tinea only when the fungus is found. 


Dr. RuLiIson: Sometimes 3 per cent balsam of Peru in Lassar’s paste gives 
good results. 


Dr. Howarp Fox: The discussion goes to show that there is no cure-all for 
a disease like this. A wide range of drugs has certainly been mentioned. I agree 
with what Dr. MacKee said about lessening the acuteness of the process before 
beginning stimulating remedies. When this result had been obtained, I should try 
a modified Dreuw’s ointment, which I have used lately in obstinate dermatoses of 
this type, with considerable satisfaction. My druggists have had difficulty in 
following the original formula, and I have used salicylic acid, 10 per cent, 
chrysarobin and oleum rusci, each 20 per cent, in petrolatum. 


Dr. THRONE: As regards Dreuw’s ointment, we have in Brooklyn one of the 
best druggists in the city, and he told me that the ointment could be made up 
according to the original formula if all the other ingredients were mixed together 
first and then the green soap added. 


Dr. HIGHMAN: The investigations on the blood sugar were done by Dr. Hans 
Schwartz and myself several years ago, and we found that about 40 per cent of 
the cases, according to the Benedict technic, showed raised blood sugar in the 
seborrheas and pyodermas. About the same time a paper was read by Pels, who 
used a similar technic and found no increase in our group but in the erythemas. 
About five years ago McGlasson found the blood sugar increased in the eczema 
group, but not in the others. I think that chemical analysis of the blood is a 
practical failure as applied to dermatology; all kinds of variations can be found 
in conditions of nitrogen and sugar in the blood without their indicating a rela- 
tionship between that and the dermatoses. The only proof would be to act on 
the observations and, without any other treatment, find that the cases thus resolve, 
before any real conclusions can be drawn from the aforesaid observations. Still 
there must be some relationship between metabolic chemistry and the various 
disturbances of the skin, although our chemical methods are too crude to indicate 





SOCIETY TRANSACTIONS 565 


the fact. It is easy to take a thousand cases at random, make a series of tests and 
compile tables which are as meaningless unless correct relationship is proved, as 
the tables of betting odds for the race track. 

Dr. Lane: I thank the members for the suggestions. Most of the things 
suggested have been tried. 


\ CASE FOR DIAGNOSIS (ERYTHEMA INDURATUM?). Presented by Dr. BECHET. 


Mrs. S. G. B., a woman, aged 37, with several healthy children, said that she 
had always been in good health, and had never had any severe illness. A physical 
examination and Wassermann test of the blood gave negative results. Fourteen 
months prior to her first visit to the office, she noted two or three very small, 
deep, painless subcutaneous tumors on the posterior aspects of the legs, which 
slowly increased in size. When she was first seen there were four or five sub- 
cutaneous growths, varying in size from that of a lentil to that of walnut. The 
larger lesions involved the skin, which was inflamed and reddened, but never 
ulcerated. The lesions involuted slowly, the largest one leaving a depression in 
the skin. The patient had been under observation from June, 1928, to March, 1929, 
During that time three or four similar lesions had undergone a slow evolution 
and involution. At no time did they present a typical appearance of Bazin’s 
disease. The response to therapy had been most disappointing. The patient had 
received twenty-five injections of a gold compound and sodium thiosulphate, in doses 
of 100 mg. each, once a week. Roentgen rays in 14 erythema doses were applied 
to the lesions once a week for ten weeks. She was also exposed six times to the 
air-cooled quartz lamp. Arsenical treatment with a brand of chlorarsenol, injected 
subcutaneously, had been used for only two weeks. The only appreciable benefit 
seemed to be derived from the roentgen rays, and this agent could not be kept up 
indefinitely. Therapeutic suggestions were requested by the presenter. 


DISCUSSION 

Dr. Wise: The lesions correspond in appearance and in their clinical course 
to what has been described under the name of periphlebitis nodularis. The 
pathology is similar to that of Bazin’s disease. 

Dr. Traus: I think that the diagnosis suggested by Dr. Wise is the correct 
one. We have had two cases in the past year somewhat similar to this, in which 
we found a fungus in the nails without any apparent involvement of the skin. 
Although I did not see any definite involvement of either skin or nails of the 
feet in this case, both scrapings and clippings should be taken to be certain. 

Dr. ELLER: I agree with Dr. Wise’s remarks. We had two similar cases at 
the Post-Graduate Skin Clinic which clinically showed no evidence of necrosis or 
breaking down of tissue, but which on microscopic examination showed necrotic 
areas. 

Dr. MacKeEE: We have to consider and differentiate a number of nodular 
diseases of the leg, most of which can be ruled out clinically: syphilitic pseudo- 
erythema nodosum in which the anterior rather than the posterior surfaces are 
involved; ioderma would produce lesions of this sort, but such lesions are painful, 
and the patient has not taken iodine. I do not see how we can make any diagnosis 
other than Bazin’s disease, or periphlebitis nodularis. I accept the last diagnosis, 
with the reservation, however, that it is a variant of Bazin’s disease. 

Dr. HicuMAN: I do not know what is accomplished by applying a new name. 
Periphlebitis nodularis is apparently a term based on the fact that the condition is 
perivascular ; and I should like to know how any infiltration in the skin can escape 
being perivascular; that is, being periarterial or perivenous, if there is such a 
word. If it is a true condition of erythema induratum, the infiltration ought to be 
hypodermal rather than purely in the corium; but that does not always apply, and 
if a disease that looks like erythema induratum is better conceived under a new 
name, it still is no new concept. Moreover, I do not see that looking at the 
nodules as we do here can clear up anything; a piece of tissue must be examined to 
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determine its nature and significance; otherwise discussion like this is merely 
academic. To me, it looks like erythema induratum. It may be the other, and ij 
it is | should like to know the meaning of the term, and how it differs essentiall, 
from erythema induratum. 

Dr. MacKee: Periphlebitis nodularis is supposed to show, microscopically, 
a dense granuloma with necrosis around a large subcutaneous vein and, as a rule, 
without a tuberculous architecture. I suggest rest and generalized ultraviolet 
irradiation. 

Dr. H1GHMAN: I am sure that the nodules will vanish if the patient stays ofi 
her feet long enough. 


LymMpPHATIC LEUKEMIA. Presented by Dr. THRONE, 


H. S., an Irish laborer, aged 62, had an unimportant previous history. The 
disease began about three years prior to presentation with photophobia of the left 
eye and moderate congestion of the conjunctiva. About eighteen months later 
the scalp became affected. Several months later the nose and cheeks became 
involved. The condition on the nose had become progressively worse. The scalp, 
forehead and cheeks showed bluish-red, flat plaques with dilated blood vessels, 
which in places resembled angiomas. Scattered over these areas were numerous 
small, soft, red maculopapules. The tip of the nose was the site of smooth, semi- 
solid irregular nodules, which were about the size of a bean. There were no 
subjective symptoms, except that the left eye was slightly painful. This eye 
showed keratitis, corneal ulceration and ciliary congestion. The Wassermann 
reaction of the blood was negative. The white blood cell count was 34,000; the 
differential count showed: polymorphonuclears, 10; lymphocytes, 63; lympho- 
blasts, 26, and eosinophils, 1. 

Biopsy showed that the epidermis was of uniform thickness. There was slight 
hyperkeratosis. Flattening of the papillary processes of the derma was present. 
Scattered through the derma and reaching down to the subcutaneous tissue were 
large groups of mononuclear cells of the lymphoid type. The histologic picture 
might: be that of lymphatic leukemia. The pathologic report was made by Dr. 
D. S. D. Jessup. 

DISCUSSION 

Dr. Traus: We have a patient with a localized leukemia cutis which has 
practically cleared up with comparatively small doses of the roentgen rays applied 
to the lesions. We treated different lesions and they responded readily to very 
small doses of filtered roentgen rays. I do not know whether that was responsible 
for bringing the blood count down, but once a month we treated’ the splenic area 
also. At the time of admission the white count was 64,000, and now for the past 
six months has been averaging between 8,000 and 14,000 white cells. 

Dr. MacKee: The diagnosis has been made by the blood count. Clinically, 
I should regard the case as one of lymphosarcoma. It does not correspond with 
the usual conception of the clinical picture of leukemia cutis, in spite of the poly 
morphous character of that disease. It is an exceedingly interesting and instructive 
case. 

Dr. HicumMan: I think that what Dr. MacKee said has a good deal of 
substance, but to me this is an early form of leukemia with plum-colored facial 
tumors like the moulage in Allgemeine’s krankenhaus, pictured in Jacobi’s atlas. 
The picture is so early that it is not typical, but it has the color and appearance 
of these leukemic infiltrations of the face. 

Dr. Howarp Fox: As to the clinical differentiation between leukemia and 
Hodgkin's disease and lymphosarcoma, I should say that we do not see enough 
of these cases to have a good concept of their clinical appearance. A_ positive 
diagnosis, I feel. can be made only from the histologic observations and the blood 
picture. 
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URTICARIA PIGMENTOSA IN AN ADULT NEGREss. Presented by Dr. Howarp 

Fox. 

M. R., married, a mulattress, aged 42, had suffered from the eruption for nine 
months. Two weeks previously she had an operation for odontoma, and, due to 
pain, had taken amidopyrine and acetylsalicylic acid for two weeks. She had 
never previously suffered from any skin disease and was not in the habit of taking 
the drugs mentioned or other drugs. The eruption appeared suddenly as small 
reddish spots “like the measles.” They remained red for a week or two, then 
became brownish, and had not changed since then. At no time were the lesions 
elevated. They had always been free from scaling, and had not caused any itching 
or other subjective symptoms. The patient was a tall, robust woman in apparent 
good health. She was the mother of three grown daughters. Examination showed 
a generalized symmetrical eruption involving the neck, trunk and extremities. On 
the upper extremities the eruption was more prevalent on the flexor surfaces. 
There were only a few indistinct lesions on the backs of the hands. On the lower 
extremities the most profuse eruption was seen on the inner aspect of the thighs. 
Below the knees it was sparse. On the trunk it was profuse. The lesions were 
almost entirely discrete, brownish and smooth, varying in size from that of a 
millet seed to that of a pea and without any evidence of having been scratched. On 
vigorous friction there was some redness, but no urticarial elevation of the pig- 
mented spots. The mucous membrane of the mouth showed no pigmentation, and 
nothing to suggest lichen planus. The Wassermann reaction was negative.* 


DISCUSSION 


Dr. WHITEHOUSE: I do not think that the condition is a scaling disease like 
lichen planus. Whether a biopsy would show mast cells, I do not know. I think 
that the condition conforms somewhat to a resolving urticaria pigmentosa. 

Dr. BecueET: I do not think that a drug is responsible for this eruption. The 
lesions are too uniform for psoriasis; there is no scaling; they are pigmented 
macules. I believe that urticaria pigmentosa is the correct diagnosis. A biopsy 
would help decide the question. 

Dr. HiGHMAN: I should like to make one suggestion. On account of the 
arrangement of the macules following the lines of cleavage and with the long axis 
parallel, it is conceivable that it is pigmentation following pityriasis rosea in a 
colored person. In the darker races the pigmentation is perhaps commoner than in 
white persons. P 

Dr. Howarp Fox: I have never seen a case of pityriasis rosea in a negro 
with pigmentation like this. A biopsy will be made shortly, and even if mast 
cells are not found, the diagnosis of urticaria pigmentosa would not be excluded. 


ERYTHEMA MULTIFORME BuLLosum. Presented by Dr. TRAvsB. 


This patient was first shown at the February meeting, and was shown again 
to allow the members to observe the progress of the case. She had had blebs 
coming out on the normal skin, and since the first presentation more blebs had 
developed. The tonsils had been removed, and all the suggestions made at the 
February meeting had been carried out. Her medical examiner had suggested that 
she had a cardiac lesion of the type sometimes found in a syphilitic person, and 
although she had had two negative Wassermann reactions and one provocative 
treatment followed by a negative Wassermann reaction, he suggested that that 
treatment be pursued. Strange to say, the first improvement noted followed these 
two injections of arsphenamine. The patient had had the condition altogether for 
over two months. Practically all the laboratory examinations had been negative. 

* Note.—Histologic examination performed subsequent to presentation showed 
the presence of mast cells in the cutis, a diagnosis of urticaria pigmentosa being 
made by Dr. Highman. 
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DISCUSSION 

Dr. THRONE: We have done some work in the Skin and Cancer Hospital on 
this type of case, but not enough to allow any definite conclusions. It seems that 
in pemphigus there is no disturbance of the blood chlorides; on the other hand, in 
erythema multiforme bullosum the blood chlorides are markedly lowered. In one 
case of Dr. Clark’s we found a blood chloride of about 328, the lowest blood 
chloride we have ever found. In other cases the observations have been similar. | 
think Dr. Traub said that the chlorides were normal in this case. I think that this 
is a case of pemphigus. 

Dr. Traus: At the last meeting it was almost unanimously agreed that the 
condition was erythema multiforme, but one or two of the members suggested the 
possibility of pemphigus. I should like to get an expression of opinion as to 
whether the case now looks more like pemphigus and less like erythema multiforme. 

Dr. MacKee: I think that it is a case of pemphigus; I do not think that 
syphilis has anything to do with it. The fact that the patient improved under 
treatment with arsphenamine means nothing. The mere fact of giving an intra- 
venous injection might modify the eruption. We know that arsenic sometimes has 
a beneficial influence on pemphigus. The patient has not lost weight, and does not 
look very sick, as one would expect with pemphigus. Still, we see patients with 
pemphigus who have gone on for a month or two, or a year or more, without 
losing weight. I am afraid that it is a case of pemphigus, for the bullae appear 
on the normal skin, as in pemphigus. 

Dr. Wise: I should like to go on record as stating my belief that the eruption 
is either erythema multiforme bullosum, or a well developed case of Duhring’s 
disease. The absence of loss of weight is a strong argument against pemphigus 
vulgaris. Has the presenter thought of the potassium iodide test which is supposed 
to differentiate pemphigus and Duhring’s disease? That might be tried in this 
case. The eosinophil count is supposed to be far greater in Duhring’s disease than 
in pemphigus. I do not know whether that has ever been definitely established, but 
these two tests seem worth trying. 

Dr. Traus: The potassium iodide test has not been done. Itching is apparently 
variable, but at no time has it been very severe; in fact, she said that she preferred 
not to use the calamine lotion, as it seemed to produce itching. 

Dr. HiGHMAN: I agree with Dr. MacKee. It is purely a hunch, but I do not 
think that the diagnosis of pemphigus is ever anything but retrospective. It may 
or may not be, but the mere fact that the patient has not lost weight does not 
exclude pemphigus. It is only toward the end of pemphigus that there is any loss 
of weight. I have seen cases enduring from two to sixteen years, and during that 
time there has been no steady decline in weight. Rather the patients had an up 
and down course and finally died with pulmonary edema and asthenia—a vague 
sort of terminal syndrome, with final loss of weight and emaciation. The mere 
fact that this patient has not lost weight yet is not against pemphigus; the appear- 
ance of the skin is in favor of it. 

Dr. MacKee: Like Dr. Wise, I have seen cases of Duhring’s disease which 
have been entirely bullous at some one time or at various times in the course of 
the disease ; but in all cases of the bullous type there were always grouped vesicles 
in addition to the bullae. It is always possible to make the diagnosis of Duhring’s 
disease by the crops of vesicles on an erythematous base. I can hardly conceive of 
erythema multiforme bullosum lasting such a long time in such an apparently 
healthy patient who is not pregnant, and with bullae developing on normal skin. 
It is possible, I think, to prove the diagnosis. At the last meeting of the American 
Dermatological Association, Dr. Pels read a paper on the inhibition of growth of 
Lupinus albus by serum of patients with pemphigus. The only other disease that 
has this effect on this particular bacillus is pernicious anemia. I suggest that Dr. 
Traub send serum of the patient to Dr. Pels of Baltimore. 


Dr. Howarp Fox: I, too, should like to go on record as agreeing with 
Dr. Wise that this condition is not pemphigus. We all know that there is no 
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jositive sign of pemphigus from either the clinical or the laboratory standpoint. 
[he most significant sign in my opinion is a progressive loss of flesh and strength, 
which often occurs early in the disease when the eruption is scant or when it is 
onfined to the mouth. I do not agree with Dr. Highman that the loss of weight 
occurs as a result of inanition late in the disease. We see patients who have lost 
30 or 40 pounds (13.6 or 18.1 Kg.) in the first few months after onset. I think 
that this is not pemphigus for three reasons: there has been no loss of weight, the 
mouth has not been affected and the patient is a Gentile. The eosinophil test is 
only of slight value. 

Dr. WisE: This type of eruption probably belongs to the variety of bullous 
eruptions which seem to respond to the Davis treatment for pemphigus, but I do 
not believe that the patient has true pemphigus vulgaris. 

Dr. MacKeeE: It is often said that when a patient with supposed pemphigus 
fails to die, it is not a case of pemphigus. There are numerous cases of pemphigus 
on record in which the lesions have been located in the mouth for years, or there 
has been a more or less generalized eruption for months or years without loss of 
weight. Later, many of these cases change to malignant septic pemphigus. There 
seems to be a benign type as well as the acute septic type, in other words, chronic 


pemphigus. 


CHONDRODERMATITIS NODULARIS CHRONICA HE ticis (?) Two Cases. Pre- 
sented by Dr. Howarp Fox. 

Two cases which were almost identical in appearance and location were pre- 
sented, both of them resembling the so-called painful nodule of the helix, but in 
which the nodular element was lacking. 

Case 1—H. M. B., a business man, aged 58, born in the United States of 
Gentile parents, had suffered from the disease for ten years. The lesion was 
decidedly tender on manipulation or when the affected ear pressed against a pillow. 
There was no history of freezing the ear, or of trauma. The lesion did not have 


the ordinary appearance of epithelioma. There was no change in sensation of the 
lesion at different seasons. He had been treated by another physician with radium 
several years prior to presentation without benefit. The lesion was situated on 
the upper and inner surface of the helix of the right ear. It was about % inch 
(0.64 cm.) in its longest dimension, parallel with the border of the helix, and was 
covered by grayish-white adherent scales. It appeared somewhat depressed. 


CasE 2.—M. R. M., a broker, aged 37, born in the United States of Jewish 
parents, had suffered from the disease for two years. He thought that his ear had 
been slightly frostbitten seven years previously. The appearance of the lesion, 
however, was immediately preceded by an accidental cut of the ear at'a barber 
shop. Since then there had been a scaly spot which was extremely tender to the 
touch and on laying the affected ear on a pillow. He had become accustomed to 
sleeping with the opposite, unaffected, side of the head on the pillow. On exam- 
ination an appearance was presented almost exactly similar to that of the first case, 
except that the left ear was affected. He had been treated with radium by another 
physician eight months before presentation, with no improvement. 


DISCUSSION 


Dr. MacKee: I have frequently noticed this type of lesion in this location in 
both men and women; the latter often blame the lesion on the tight fitting hats 
now worn. The lesions vary from hyperkeratosis to a combination of acanthosis 
and infiltration, or nodule, and often involve the cartilage; they are always painful, 
whether nodular or not, and I have considered them, as Dr. Fox does, to be 
chondrodermatitis nodularis chronica helicis. However, as I have never seen an 
authentic case of this disease, my diagnosis may be erroneous. Two small lesions 
that I removed were of the nodular type and showed degeneration of collagen in 
addition to the hyperkeratosis; but such degeneration may be found in senile 
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keratosis. I am unable to differentiate definitely between keratosis nodularis helicis 
and chondrodermatitis nodularis chronica helicis. 

Dr. ELLER: The best treatment for lesions of the ear lobe of this kind is some 
form of surgical destruction, such as electrocoagulation, surgical diathermy, electro 
desiccation or excision with a scalpel. Radium and roentgen rays are not efficacious 
for lesions of the ear lobe. Has any one seen carcinoma follow lesions of this kind? 

Dr. FrRAsER: Answering Dr. Eller, I have seen one case which histologically 
was epithelioma of the squamous cell type. 

Dr. LANE: My opinion is that the lesion on the patient’s ear is a keratosis with 
slight ulceration, not chondrodermatitis nodularis chronica helicis. in the cases 
described by Foerster and others, there is a clear distinction made between that 
condition and epithelioma, keratosis and other similar conditions. The lesions of 
chondrodermatitis nodularis chronica helicis are usually round or oval, attached to 
the cartilage and painful on account of the inflammatory character. The pain in 
the keratosis when it occurs is, I think, due to an entirely different cause, namely, 
that of the pressure of the hardened skin against the underlying tissue, exactly as 
is the case with a corn. Chondrodermatitis nodularis chronica helicis is not a 
frequent condition. The condition here presented is I think a very common one. 

In regard to treatment, roentgen ray is notoriously unsatisfactory treatment on 
the rim of the ear, and the most satisfactory for a small lesion is either excision or 
the galvanocautery. If the cartilage does not have to be removed, as in this case, 
and the lesion is not too large, I personally prefer the galvanocautery. 

Dr. Howarp Fox: I am sorry Dr. Williams is not here, as he saw the older 
patient in my office and agrees that while it was not the typical picture of 
chondrodermatitis nodularis, it was also not an ordinary senile keratosis. Neither 
of us thought that it was cancerous. This is certainly not the picture of ordinary 
senile keratosis which is common in middle-aged and elderly persons, and in which, 
in my experience, there is no appreciable tenderness. Certainly the history of 
extreme discomfort on resting the affected ear on a pillow is never obtained. 
Furthermore, one of my patients was comparatively young, with no other evidence 
of senile changes in the skin. I agree with Dr. MacKee that may cases belong in 
a general class with the so-called painful nodules, even though the nodular element 
is not present. As to treatment, I agree with Dr. Lane that roentgen rays and | 
might add radium are not satisfactory. I have treated several patients with such 
cases by the roentgen rays without the slightest benefit. As to the possibility of 
malignancy, I might mention a case I presented before this society as one of 
chondrodermatitis nodularis, the members present sharing my diagnosis. A biopsy 
was later performed, however, and an undoubted prickle cell epithelioma was found. 


HopGkIn’s DISEASE OF THE SKIN. Presented by Dr. RULISON. 


Mrs. G. H. C. had an unimportant family history. She had had no preceding 
pertinent illnesses. She had been married for twenty years, and had had one 
stillbirth and two miscarriages, but no other pregnancies. In October, 1928, she 
slightly burned her right cheek with a curling iron. The burn healed promptly. 
Shortly afterward she noticed a change in the color of the skin of the right cheek 
and temple and on and behind the ear. At the same time, similar changes occurred 
on the left side of the face, involving the same areas. The skin showed a dull 
reddish color in irregular areas having no definite margins. Areas of normal skin 
were present in the involved area. In a few places slight telangiectasis was 
observed. The eruption was macular. The color change was limited to a horizontal 
line drawn through the lower margin of the ear. Over the upper sternal region 
an ill defined area of skin showed similar color changes. The skin over the sterno- 
mastoid muscles on either side of the neck was normal in color, but seemed to have 
a somewhat different texture when stretched. There was no sensory disturbance. 
The eruption reached its maximum in a few weeks and had not changed since that 
time. 
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In December, 1928, the patient had a febrile illness with cough, and was con- 
fined to bed for several days. At this time the cervical, axillary and inguinal 
vlands became enlarged. 

When first seen by the presenter on April 3, 1929, she presented the picture 
indicated. An examination of the blood done on January 19 by the family physician 
gave the following observations : hemoglobin, 63 per cent; white blood cells, 11,900; 
the differential count showed: polymorphonuclears, 62 per cent; large lymphocytes, 
6 per cent; small lymphocytes, 31 per cent, and eosinophils, 1 per cent. Aniso- 
cytosis was present. An examination of the blood done by Dr. L’Esperance on 
\pril 19 resulted as follows: hemoglobin, 70 per cent; red blood cells, 3,900,000 ; 
white blood cells, 8,000. The differential count showed: polymorphonuclears, 
65 per cent; small mononuclears, 24 per cent; large mononuclears, 10 per 
cent, and eosinophils, 1 per cent. Some cells classed as large mononuclears were 
atypical and might have been classed as mast cells. No other abnormalities were 
observed. A Wassermann test taken on April 6 gave negative results. 

A roentgenographic examination of the chest was reported on as follows: “A 
film of the chest shows an asymmetrical thorax, smooth diaphragms which are 
limited in motion, the right more than the left, and clear costophrenic angles. The 
lung fields show a definite infiltrative process at both bases. There is a marked 
bilateral increase of the lung root shadows. These probably represent enlarged 
nodes. There is also a widening of the supracardiac shadow. This also probably 
represents an-enlargement of the lymph nodes. The posterior mediastinal space 
was cloudy. The apices appear relatively clear. 

“Impression: The observations suggest a parenchymal infiltrative process 
associated with a marked lymphadenopathy. The observations are rather atypical. 
Hodgkin’s disease seems the most likely diagnosis, in view of the predominance 
of the lymph adenopathy.” 

A small gland was removed from the left axilla on April 6, and at the same 
time a biopsy was made from the right cheek. Dr. L’Esperance examined the tissue 
and reported as follows: “The piece of lymph node shows an endothelial granulo- 
matous change, suggestive of Hodgkin’s diseases, with many large clear cells and 
giant cells of the Dorothy Reed type. The section from the skin shows nodules in 
the subepidermal tissue of the same histologic character as that found in the lymph 
node. This strongly suggests the possibility that the lesion in the skin is also a 
Hodgkin’s manifestation.” 

On April 19, Dr. L’Esperance found that skin tests were positive for hurnan 
and for avian tuberculin, and negative for bovine tuberculin. The patient had 
received no treatment since coming under observation, but the adenopathy in the 
cervical, axillary and inguinal regions seemed to be less marked and the glands 
somewhat softer than at the first examination. The patient’s weight had not 
changed materially in years; she lost several pounds during her febrile attack in 
December, but regained most of this in a few weeks. The spleen was only slightly 
enlarged. (Microscopic sections from the lymph gland and skin were shown.) 


DISCUSSION 

Dr. FRASER: I agree with the diagnosis that this is a case of Hodgkin's 
disease having the same histologic picture in the skin as that found in the lymph 
nodes. Such cases are uncommon. 

Dr. WHITEHOUSE: I agree with the diagnosis both histologically and 
clinically. 

Dr. Howarp Fox: I agree with the diagnosis of this rare condition. Its 
appearance, however, is different from one I reported in which there were hemi- 
spheric nodules as opposed to the reddish infiltrated macules in this case. 

Dr. Rutison: The case is interesting for several reasons. First, because the 
skin lesions occur in a woman, which is extremely rare. Dr. Howard Fox, in an 
article published in 1920, accepted only eleven cases as being true Hodgkin’s 
disease—only one in a woman. Secondly, the lesions are entirely macular. Thirdly, 
they do not itch. 
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GLOSSITIS OR LINGUA GEOGRAPHICA? Presented by Dr. TRAvB. 


W. W., a man, aged 43, a private patient, was born in the United States. His 
mother died of cancer of the tongue; his father and sister both had a condition of 
the tongue that had been diagnosed as geographic tongue. He was treated in 
1927 for a basal cell epithelioma on the face, and shortly afterward for a small 
keratosis on the face. The eruption in the mouth developed on the left side of the 
tongue, and had persisted at intervals for eleven months. Two teeth, an upper and 
a lower one on the left side, were abscessed and were extracted, bridge-work 
being subsituted. It apparently was on account of the irritation following this 
dental work that the condition was first noted, and the patient had had extensive 
removal and insertions of various types of bridge-work in the attempt to relieve 
the irritation from rough teeth at this site. 

When presented, he had an oval patch on the left lateral portion of the tongue, 
measuring a little over 1 cm. in length and somewhat less than 1 cm. in width. 
This patch was rather distinctly marginal, the papillae being rather smooth and 
glazed in this area. There were several rather deep transverse fissures. This 
patch changed in appearance and size with great rapidity, disappearing practically 
entirely without treatment in less than a week only to return again in a day or 
two in as severe form as before. Dr. McCall had with him a cast of the mouth 
which illustrated well the approximation of the teeth at that site. The patient 
was presented for an opinion as to the exact diagnosis, and as to whether or not 
the members believed that this area might become malignant if not properly treated 


DISCUSSION 


Dr. McCat_: These impressions were taken within a week and represent the 
present condition. Dental work has been done with a view of taking out the 
bulge on the lower bridge, which was a little in excess of what was needed. | 
call attention to the fact of the extreme lingual inclination of the lower molars on 
that side, and emphasize what Dr. Traub said about the tongue being apparently 
too large for the space provided by the teeth. You will be interested in noting the 
tipping-in of the lower molars. We have made every effort to provide the patient 
with absolutely smooth surfaces for contact with the tongue, and prevent its being 
pinched or crowded by the lower teeth. 

Dr. Wise: I do not think that the tongue presents any indications of 
malignancy, or any symptoms leading one to believe that there will be trouble 
in the future. 

Dr. Becuet: I agree with Dr. Wise that the condition is not malignant. In 
the clinic, I have noticed many patients with similar lesions on the tongue; the 
conditions are usually painful, never indurated and often last for many months 
without apparent change. Such patients almost invariably wear dental plates, 
and several dentists have agreed with me in the theory that some reaction occurs 
between the saliva and the chemical constituents of the plates, thereby setting 
free some irritating substance. As a corroborating factor, several of my patients 
got well when the plates had not been worn for a few weeks. 

Dr. WHITEHOUSE: I agree with Dr. Wise, and do not think that there is any 
danger. The condition is simply an irritative glossitis, and it is not uncommon; 
there is no hardness around the fissure. I am inclined to think that there is 
something in the present type of gold compound used which is more irritative 
than what we used to use. Some persons are susceptible and others are not. 


Dr. MacKee: I agree that this is an absolutely benign condition, probably 
a mild lingua geographica and that there is no danger of cancer. Because of the 
fear of cancer these patients often become introspective and cancerophobiac. I 
believe that in this case there is more danger of phobia than of cancer. I do 
not believe that the size of the tongue, the condition of the teeth or of the dental 
arch has anything to do with the condition. I suggest that all treatment be 
discontinued except dental or buccal hygiene, and that the patient be simply kept 
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under observation. If it is necessary to do something for his peace of mind, 
| should destroy the membrane in this particular location with electrodesiccation 
or with the electrocautery. 

Dr. Etter: I think that this lesion ought to be destroyed at once with 
electrodesiccation, for any lesion on the tongue persisting for a few months may 
be in the process of developing malignancy or be malignant. I know of cases 
of epithelioma of the tongue in which the lesion dated back only two or three 
months. I think that little harm is done if lesions such as this are destroyed 
by desiccation. Destroyed areas of this type on the tongue heal quickly. Later 
one can start in with adjustment of bridge work, etc. 

Dr. LANE: I should have the lesion excised for the patient’s peace of mind. 
I agree with Dr. MacKee that it is benign. 


Dr. HicHMAN: I have one suggestion that may be of practical value. I 
agree with the view expressed by Dr. Wise and Dr. MacKee. I had a patient, 
a well known scientist, who had a condition of the tongue not unlike this one 
with fissures that were very deep. It occurred to me that perhaps anaerobes 
developed in these fissures and caused the glossitis; so I told him to stretch the 


fissures and sponge them every day with pure hydrogen peroxide. He did this 
and has been well since so far as I know. This might be worth trying in the 
present case. 


MELANOCARCINOMA OF THE FOREARM. Presented by Dr. WIsE. 


M. W., a man, aged 50, from the Post-Graduate Skin Clinic, was diabetic, 
and had had amputation of the right leg above the knee following diabetic 
gangrene of the foot. He was under treatment for active diabetes by his family 
physician, Dr. M. Gross. 

Six months prior to presentation he scratched a brown, nonhairy pigmented 
mole on the anterior surface of the right forearm. This trauma caused slight 
bleeding and crust formation. In the two weeks prior to presentation the lesion 
rapidly increased in size. 

At the time of presentation, the lesion was a black mass, the size of a hickory 
nut, elevated about %4 inch (1.27 cm.), easily movable with the skin and covered 
with an adherent black crust. Subjective symptoms were absent. There was 
10 adenitis at the elbow or axilla, nor was there evidence of cutaneous metastases. 
The patient was advised to have the growth removed by radical operation, but 
hesitated to have this done on account of the active diabetes. He was presented 
for suggestions as to the best method of destroying the growth. 


DISCUSSION 


Dr. MacKee: My advice is to make a sufficiently wide and deep excision, 
disregarding the diabetes, except of course that he should be treated for it. 

Dr. Rutison, Dr. FRASER and Dr. ELLER agreed with Dr. MacKee. 

Dr. LANE: I agree with Dr. MacKee that excision should be done immediately. 
There is little chance of accomplishing a cure, but I think that with a lesion of 
this sort when there is likely to be irritation, the patient is in more danger from 
having a serious pyogenic infection than he is from having the lesion cut out 
under aseptic precautions. 

Dr. Becuet: I also think that the lesion is dangerous, and it should be 
removed as radically as possible, whatever means will not aggravate the diabetes 
being used. 

Dr. WHITEHOUSE: It seems to me that the lesion ought to be excised, but 
| have seen metastatic tumors develop rapidly after such an excision. I have 
seen one develop in three weeks all over the upper part of the body after excision 
of a melanoma in the axilla; the patient was in a hopeless condition. Still, | 
do not see what one can do but take this out and run the chances. 
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EczEMA SEBORRHEICUM AND VERRUCAE PLANAE. Presented by Dr. Wiss. 


A. de T., a man, aged 35, a native of France, from the Post-Graduate Ski: 
Clinic, had a disease of seven years’ duration. It began on the hands in the form 
of flat warts which later disappeared. Soon afterward, a rash appeared on tix 
neck and face, chiefly on the forehead, which had since persisted. He received 
fifteen roentgen treatments in Paris, without benefit. He was referred by Dr. 
P. H. Friedenberg of this city. 

Examination revealed a diffuse yellowish-red, scaling eruption on the neck, 
chiefly at the sides of the neck, and on the forehead from the hair line to the 
glabella and eyebrows. On the neck there were many flat, warty looking lesions 
the size of barley corn, some of which closely resembled lichen planus. The fore 
head was studded with closely set, yellowish-red, scaly macular lesions, not elevated, 
resembling a form of seborrheic keratosis, which were about to form a diffus« 
patch due to coalescence of the individual maculas. Itching was moderate. There 
were also a few scattered seborrheic keratoses on the cheek. The case was 
presented on account of the unusual appearance of the maculaf and wart) 
formations. 

DISCUSSION 


Dr. MacKee: I think that it is a case of adult flat warts, not multiple 
coalesced seborrheic keratoses. 

Dr. Traus: I shall not venture a diagnosis, but some of the lesions on the 
neck are not unlike lichen planus, and the patient’s body should be looked over 
carefully with that in mind. 

Dr. ELLER: I think that this patient has two conditions, i.e., common warts 
on the neck and seborrheic dermatitis of the scalp and forehead. 

Dr. Fraser: I agree with Dr. Eller that two conditions are present, viz., 
seborrhea and flat warts. 

Dr. MacKee: Sulpharsphenamine as a therapeutic test might be tried. It 
will be instructive to study a lesion under the microscope. 

Dr. Howarp Fox: I should suggest a trial by internal administration oi 
yellow mercurous iodide, the method suggested by C. J. White. I have seen 
astonishingly gdod results in children from this method, though in adults my results 
have not been so satisfactory. 


CAROTINEMIA IN A DIABETIC WOMAN. Presented by Dr. WIsE. 


Mrs. H. H., a housewife, aged 27, was admitted to the clinic of the Post- 
Graduate Hospital through the courtesy of Dr. Dudley H. Stetson, from his 
service at the Lincoln Hospital, six months prior to presentation. Soon after 
the birth of a dead 9 months’ child, she developed diabetic coma, and recovered 
under regulation of diet and insulin therapy. Physical examination revealed no 
marked abnormalities. 

The skin of the face, palms and soles was normal, except for the pigmentation. 
This pigmentation was a striking yellow, it did not resemble the yellow of icterus, 
but simulated the tint produced by a weak solution of picric acid. The pigmentation 
was most pronounced in the midportion of the palms and soles, especially where 
there was a local hyperkeratosis of the skin, and on the forehead above the eye- 
brows and glabella. The areas of discoloration were sharply defined on the 
extremities, but shaded off to the normai skin on the face. The chest and back 
presented scattered and ill defined patches of light yellow staining of similar hue. 
Pruritus was absent. The sclerae were normal. The test for carotin in the blood 
was positive. The serum was colored brownish yellow. Neither bilirubinuria 
nor hypercholesterolemia was present. 


DISCUSSION 


Dr. HicHMAN: The first group of cases in this country was described by 
Alfred Hess twelve or fifteen years ago in children who ate a great deal of 
carrots and spinach. 
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Dr. Rutison: I should like to know the prognosis. 
Dr. WisE: The yellow discoloration gradually disappears after the ingestion 
of vegetables and other foods causing an excess of carotin in the blood stream 


is stopped. 


GRANULARE ANNULARE. Presented by Dr. WHITEHOUSE. 


J. J., a Polish woman, aged 39, was well nourished and rugged physically, with 
a family history not relevant to the eruption for which she was presented. This 
eruption began a year prior to presentation on the middle third of the left thigh 
anteriorly, and slowly increased in size from about 3 to 10 cm. lengthwise and 
8 cm. in width. There had been no itching, scaling or subjective symptoms of any 
kind. It was serpiginous in outline in the form of an irregular elipse with a 
border 1 cm. wide encircling a perfectly normal central area. The affected 
border was slightly raised, bluish red, smooth and moderately infiltrated, and 
seemed to be made up of individual small plaquelike lesions or small nodules 
fused together. The Wassermann reaction was negative, and the patient gave a 
nonsyphilitic history. 

The biopsy showed it to be a degenerative process with a perivascular infiltra 
tion in the mid and lower corium. Scattered between the connective tissue cells 
were islands of large pale-staining cells, and in some sections there was a peculiar 
basophilic tinge. By comparison with specimens of granuloma annulare, this type 
of degeneration was found though usually associated with an increased number of 
fibroblasts. 

DISCUSSION 

Dr. ELLER: I agree with the diagnosis of granuloma annulare. 

Dr. HicHMAN: I think that the histologic report is convincing, although 
the condition might be sarcoid. 

Dr. Wise: I do not think that the eruption is typical of granuloma annulare, 
but rather a form of progressive serpiginous chronic erythema, described by 
French writers. 

Dr. BecHet: This is by no means a typical case, but the diagnosis of 
granuloma annulare seems to fit it best, and we therefore made such a diagnosis. 

Dr. MacKeEeE: Clinically, the condition does not correspond to the usual 
picture of granuloma annulare. It is not a sharply outlined lesion; it is com- 
posed of irregularly placed nodules and it is brown. The location is also unusual. 
[ agree with the diagnosis but think that sarcoid should be considered. 

Dr. Howarp Fox: I agree with the others that this is an atypical case, if 
it is granuloma annulare. The fact that it is not of the usual flesh color would 
not rule out this diagnosis, as many cases have been reported as being pinkish or 
reddish. 

Dr. WHITEHOUSE: It is so different from the usual picture of granuloma 
annulare that we thought of other conditions, including erythema centrifugum 
annulare, just referred to by Dr. Wise. Histologically, it resembles the picture 
of granuloma annulare, but clinically it looks very little like it. 


Lupus VULGARIS DISSEMINATUS. Presented by Dr. Wise. 


Miss E. N., a woman, aged 26, was born in New York State. She had pre- 
viously consulted Dr. Parkhurst of Utica. She presented areas of lupus vulgaris 
affecting the skin of the left ear and left side of the scalp, one on the right ankle, 
and one on the left side of the back and chest. The lesion on the ankle appeared 
seven years prior to presentation, the one on the ear and scalp a year later, and 
the lesions on the trunk appeared four years later. She applied for treatment 
at the clinic of the Post-Graduate Hospital. 

She was presented for suggestions as to the best method of treatment for the 
lesions of the ear and scalp. The disease of the ear affected chiefly the rim of 
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the concha and presented the hypertrophic type of lupus tumidus. The scaly lesion 
was flat and uniformly infiltrated. The object was to bring about a cure of the 
lesions of the ear and scalp especially, with a fair cosmetic result and with the 
minimum amount of unsightly scar formation. 


DISCUSSION 

Dr. MacKee: In addition to the local therapy, I should suggest tuberculin 
therapy. If properly carried out for a sufficient length of time it is helpful in 
these nonulcerated cases. Also, I should advise a high vitamin diet, rest and 
heliotherapy. 

Dr. WHITEHOUSE: I suggest creosote and salicylic acid plaster mull, 40 
per cent and 20 per cent, respectively, as made in Hamburg, Germany. I have 
used this repeatedly in various parts of the body with curative effect. It seeks out 
the nodules and destroys them. It is applied every three or four days until all 
are healed. It leaves a flat, pliable, soft scar—better than that left by acid 
nitrate of mercury. 

Dr. PARKHURST: The patient came to our office in Utica, and has been under 
treatment for a year or two. She has had many treatments with the Kromayer 
lamp with pressure, and we gave her a gold compound and sodium thiosulphate 
with no effect. 

Dr. LANE: The best thing for these patients is to go to a sanatorium for 
tuberculosis where they can have both local and general treatment. As to the 
local treatment, I should destroy individual nodules with the galvanocautery. 


PITYRIASIS RuBRA PiLarRis. Presented by Dr. BECHET. 


J. M., aged 47, said that the eruption began four months previously as a 
keratoderma of the palms and soles. He said that he had been presented at 
other medical society meetings with a diagnosis of psoriasis. He later developed 


hyperkeratotic follicles on the backs of the hands, wrists and forearms. The 
follicles on the fingers were pierced by broken stubby hairs; they were arranged 
in patches, and on palpation gave the characteristic nutmeg grater-like feel. They 
were never scaly. The keratosis on the palms and soles was extensive. The 
chemical analysis of the blood gave the following observations: sodium chloride, 
462.7; sugar, 96.2; urea, 12.9, and uric acid, 2.86. 


DISCUSSION 

Dr. WHITEHOUSE: I agree with the diagnosis. It is a typical case. 

Dr. MacKee: I am not willing to accept the diagnosis of pityriasis rubra 
pilaris. The follicular papules may be secondary. The only certain way to 
differentiate immediately between psoriasis, pityriasis rubra pilaris, arsenical 
dermatitis, etc., is by a histologic study. It might be well, also, to investigate 
bacteriologically (mycologically) and chemically. 

Dr. H1cGHMAN: The condition may be pityriasis rubra, but not a classic case. 
You ask what else? I do not know. It seems like a generalized keratosis fol- 
licularis, with tylosis, but not classic pityriasis rubra pilaris. There are a good 
many gaps in the picture, and it may prove to be pityriasis rubra pilaris in time; 
but the diagnosis as presented is purely presumptive. 

Dr. WisE: I have seen the patient on previous occasions, and do not think 
that the eruption is pityriasis rubra pilaris. The eruption is not typical, and the 
lesions are too vague to justify such a diagnosis on presentation. 

Dr. Howarp Fox: I agree with some of the members that this is not a 
typical case of pityriasis rubra pilaris. The first time I saw this case it was 
presented as one of psoriasis, and I suggested then that it might be pityriasis 
rubra pilaris. I still feel that this is a possibility, though it is by no means 
certain. : 
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Dr. Becuet: I was surprised at the suggestion that it might be psoriasis, 
for the patient has no definite psoriatic patches; all the lesions are follicular and 
hyperkeratotic. On the backs of the fingers are the characteristic broken hairs 
protruding from hyperkeratotic follicles. The lesions are not scaly, and on palpa- 
tion give the typical nutmeg grater-like feel. The tylosis is severe, entirely too 
much so for psoriasis. While the case may be somewhat atypical, | should not 
hesitate to make the diagnosis of pityriasis rubra pilaris. 


DERMATITIS EXFOLIATIVA. Presented by Dr. WISE. 


B. L., a man, aged 47, was a native of Russia, and had lived in the United 
States since boyhood. He was referred to the Post-Graduate Skin Clinic by 
Dr. F. Amshel of Pittsburgh. The disease began about five years prior to 
presentation, manifesting itself as an eczematoid patch on one leg. This patch 
gradually cleared up after the use of a “strong salve.” A few months later, the 
area of diseased and itching skin recurred in situ, and new patches appeared on 
the opposite leg. Three years before presentation the patches of eczema enlarged 
and spread upward toward the groins. The process of inflammation and desquama- 
tion continued for two years, gradually implicating the skin of the entire body, 
including the face and scalp. He presented a universal exfoliating erythroderma; 
the color of the skin varied from dusky red to violaceous, and showed evidence of 
itching and scratching. Infiltrated areas were absent. The groins presented a 
pronounced adenitis. The chief complaint was attacks of severe chills, especially 
after meals. The physical examination and examination of the blood proved nega- 
tive, and the general health appeared to be normal. The etiology was unknown. 


REPORTS ON PREVIOUS CASES. 


Dr. TRAUB reported that the patient with erythema multiforme bullosum was 
being treated with arsenic in the form of injections of arsphenamine. The patient 
thought that the lesions spread when she scratched or rubbed them, and was 
therefore given a 5 per cent ammoniated mercury ointment. Under this combined 
treatment, the lesions were rapidly disappearing. 

Dr. Howarp Fox reported that he had recently received a letter from Dr. 
Pels of Baltimore regarding his phytopharmacologic test which gives promise of 
being of diagnostic value in pemphigus. Dr. Pels said that he and Dr. Macht 
were continuing their work and would be glad to get as many specimens of blood 
from cases of pemphigus as possible. Dr. Fox said that he had recently sent 
specimens from two patients in Bellevue Hospital. One was an undoubted case 
of pemphigus taken a few days before death. In this case the test showed a 
low index (suggestive of pemphigus). The other case was a bullous erythema 
multiforme which gave a normal reading. A specimen from another case of 
probable pemphigus was from a patient Dr. Fox had recently seen in Scranton. 
The report in this case also showed a low index. 


Dr. BECHET cited the case of a woman, aged 31, who said that three and a 
half years before presentation the menses stopped entirely, and had not reappeared. 
\ few months after the amenorrhea, a ventrofixation was performed for relief 
from a prolapsed uterus. The ovaries were left in situ, having been found healthy. 
Two years ago, and one and a half years after the incidence of amenorrhea, she 
noticed the beginning of active hypertrichosis all over the body. The growth of 
hair had continued slowly to increase ever since. The amenorrhea is still present. 
No gynecologic examination had as yet been made. She had an active growth of 
long coarse hairs all over the body. 

Dr. MacKeEEe told of another case in line with that cited by Dr. Bechet —a 
patient with pulmonary tuberculosis. A few months after the cessation of the 
menses she developed generalized hypertrichosis. These cases point strongly to 
endocrine dysfunction. 
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A Case For DtaGnosis. Presented by Dr. BASKIN. 


W. W., a tire maker, aged 40, had received two courses of neoarsphenamine, 
intravenous mercury and bismuth, between June and December, 1928, on account 
of a syphilitic infection of twenty years’ duration, with “gallbladder trouble.” In 
December, 1928, a pruritic macular eruption gradually developed. After a vacation 
of six weeks, two injections of neoarsphenamine and one of bismuth were given, 
and the eruption extended. It was scaling and confluent in many areas, with 
lichenification and some infiltration, especially on the trunk. 


DISCUSSION 
Dr. FisHer: I favor a diagnosis of arsenical dermatitis, but would suggest 
that a blood count be made to rule out a possible leukemia. 


CONDYLOMATA ACUMINATA. Presented by Dr. RAuscHKOLB for Dr. COLE. 


W. L., a negress, aged 17, presented a large, foul-smelling, pedunculated con- 
dylomatous mass, the size of an orange, on the vulva, of one year’s duration. The 
Wassermann reaction was strongly positive. No gonococci were found in vaginal 
smears. 


DERMATITIS MEDICAMENTOSA (PHENOBARBITAL). Presented by Dr. Rauscu 
KOLB for Dr. COLE. 


C. B., a laborer, aged 80, had been in the hospital for twelve days because of a 
pyloric carcinoma. On the morning of the tenth day, after phenobarbital had been 
administered, a slightly pruritic, generalized eruption appeared, with no fever. The 
lesions were coin-sized, pale erythematous and bluish patches, of urticarial appear- 
ance, with a great tendency to confluence. 


DERMATITIS MEDICAMENTOSA (PHENOLPHTHALEIN). Presented by Dr. Cot! 
and Dr. DRIVER. 


M. O., a salesman, aged 29, had been having outbreaks of a pruritic eruption 
every two or three months for four years, always in the same areas. The outbreak 
presented, of twelve hours’ duration, had appeared one hour after a proprietary 
laxative had been taken. Bromo-quinine had also been taken as a laxative, at 
intervals of two or three months. There were numerous red and violaceous patches 
varying in size from that of a pea to that of a palm, sharply outlined on the hands, 
feet, face, trunk and penis, and also about the anus and buttocks. 


DISCUSSION 
Dr. NETHERTON: I see many phenobarbital eruptions in cases of hyper 
thyroidism, and in these cases fever is often associated with the eruption, often after 
a single dose of phenobarbital. 
Dr. Driver: For four years these outbreaks have been recurring in the same 
spots, after the patient has taken bromo-quinine or some laxative. The present 
eruption seems to have followed the administration of cascarets. 


Dr. BARNEY: The violaceous plaques over the body and the inclusion of the 
penis in the process suggest strongly the possibility of a phenolphthalein eruption 
It would be interesting to examine the cathartics that he is taking for this drug 
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SCLERODERMA. Presented by Dr. LITTMAN. 


Mrs. E. J., a Jewess, aged 40, who was passing through the menopause and 
was also suffering from nephritis and diabetes, presented a cutaneous induration 
of the right leg and thigh, of about five months’ duration. The skin was brownish, 
and the induration was boardlike, especially over the anterior surface of the leg. 
There was some atrophy of the skin, especially about the knee, with visible veins 
of small size. 


SCLERODERMA. Presented by Dr. BARNEY. 


M. S., a boy, aged 4, in good general health, had first presented an infiltrated 
patch on the middle of the extensor aspect of the right thigh, seven months pre- 
viously. The process had gradually extended. Aside from a slight interference 
with walking, there had been no other symptoms. A band of shiny, yellowish, 
thickened, lardaceous skin, from ™% to 1% inches (1.27 to 3.81 cm.) in width, 
extended from the base of the right great toe, over the dorsum of the foot and up 
the extensor aspect of the extremity to the anterior iliac spine. There was a 
palm-sized similar patch on the left lower portion of the abdomen, just below the 
umbilicus. 

DISCUSSION 
Dr. NETHERTON: Perhaps sympathectomy might be of benefit in the patient’s 


case. 


Lupus EryTHEMATOSUS. Presented by Dr. LITTMAN. 

J. K., a butcher, aged 55, had had the eruption. for seventeen years. There 
were numerous coin-sized, sharply outlined erythematous patches, some with 
central atrophy, on the nose, cheeks, ears and hands, and smaller patches on the 
scalp. 


Lupus ERYTHEMATOSUS; PAPULONECROTIC TUBERCULIDS. Presented by Dr. 

LITTMAN. 

S. K., aged 16, the daughter of J. K., the aforementioned patient, had been 
presented before the society in February, 1929, and the case was reported in the 
\RCHIVES OF DERMATOLOGY AND SYPHILOLOGY with the proceedings of that 
meeting. 


\ CAsE FoR DraGnosis. Presented by Dr. LITTMAN. 


Mrs. J. K., aged 53, whose husband, J. K., and daughter, S. K. (the foregoing 
cases), had lupus erythematosus, presented many peculiar, depressed, coin-sized and 
slightly larger atrophic patches, especially over the shoulders and arms, of thirty- 
one years’ duration. At the insertion of both deltoid muscles were symmetrical 
patches of boardlike atrophy, roughly following the musculospiral groove. On the 
abdomen and buttocks were areas of fat atrophy, the remaining fat being arranged 
in lumps; there was a small subcutaneous patch of cartilaginous consistency. <A 
mild diffuse dermatitis was present on the forearms. 


DISCUSSION 

Dr. Core: It is remarkable to have two cases of lupus erythematosus in one 
family. The mother has an atrophoderma of some type, possibly dermatomyositis. 
The atrophy seems to be mainly in the deeper tissues. It may be one of the rare 
lipodystrophies, as suggested by Dr. Driver. 

Dr. Driver: In one case of lipodystrophy, I have seen the cheeks, the upper 
part of the chest and the arms involved, but in the present case, if it is lipodystrophy, 
the skin is also atrophic. 

Dr. BARNEY: There is an interesting subcutaneous nodule on the abdomen, 


apparently calcified. 
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Dr. PARKHURST: The patient said that this condition began, thirty-one years 
ago, with the appearance of many red nodules about the shoulders, following an 
attack of typhoid fever. Possibly there may have been a typhoid bacteremia, or the 
original lesions may have been sarcoids. It is interesting to speculate as to the 
etiology. 

Dr. Core: According to Parkes-Weber, inflammation occurs first with th 
formation of giant cells, followed by atrophy. 


SARCOMA OF Kapost. Presented by Dr. CoLtre and Dr. Driver. 


J. H., a man, aged 25, had had an eruption on the right foot as long as he 
could remember. On the dorsum of the foot there were lesions of two or three 
months’ duration. There were no subjective symptoms. On the outer, inner and 
dorsal surfaces of the foot there was a purple eruption, with brownish pigmentation 
and hemorrhages into the tissue. The eruption consisted of papules and nodules, 
varying in size from that of a pinhead to that of a pea, many being confluent and 
some deeply indurated. The histologic data appeared to confirm the diagnosis. 


DISCUSSION 


Dr. PARKHURST: On the dorsum of the foot there were violaceous polygonal 
papules, as in lichen planus, but the patches below the inner surface of the ankle 
were too deeply infiltrated for hypertrophic lichen planus. Histologically, the con- 
dition appeared to be Kaposi’s sarcoma. 

Dr. FisHeR: It is unusual for Kaposi’s sarcoma to begin so early in life. 


A Case For DraGnosis. Presented by Dr. CoLe and Dr. Driver. 


J. S.. a laborer, aged 48, had injured his leit hand with a brick, twelve years 
previously; soon after this a lesion had appeared on the left thumb and _ had 
gradually spread to other parts of the hand and wrist. Over the dorsa of all the 
proximal interphalangeal joints of the left hand, on the lateral aspect of the second, 
third and fifth fingers, and on the volar surface of the thumb and wrist were many 
subacutely inflammatory nodules, rather deep-seated and verrucous, varying in size 
from that of a small pea to that of a pigeon’s egg. The largest presented a grayish, 
papillomatous surface. Many of the lesions had coalesced, forming an arcuate 
figure. Only one lesion, on the wrist, showed the exudation of a small amount of 
pus. There was no pain, and the joints were all freely movable. On both fore 
arms and on the back there were many flat, shiny, violaceous papules, the size ot 
a pinhead, some with a central depression. The duration of this papular eruption 
was unknown. 

DISCUSSION 

Dr. GAMMEL: The lesions on the back are typical of lichen planus; but is the 
condition on the hand hypertrophic lichen planus or tuberculosis verrucosa cutis 
The history of injury would favor the latter diagnosis. 

Dr. Parkuurst: If possible, I should prefer to cover the entire condition with 
a single diagnosis, and the lesions on the hand may well be those of hypertrophic 
lichen planus. ‘Tuberculosis verrucosa cutis is a possibility. 

Dr. BARNEY: I agree with Dr. Parkhurst. 

Dr. Littman: Therapy applied to the hand may have stimulated the appear 
ance of lichen planus lesions on the back. 

Dr. Cote: It would be unusual to see such an extensive hypertrophic lichen 
planus limited to one hand. I therefore favor a diagnosis of tuberculosis verrucosa 
cutis for these lesions, but only a biopsy could prove it. 


Icutuyosis. Presented by Dr. CoLe and Dr. DRIVER. 

Mrs. O. B., aged 53, had had a dry, scaling skin since birth. On the extremities 
and trunk there were extensive areas of the hystrix type. The nails were dry and 
deformed. 
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)YSTROPHY OF THE Naits. Presented by Dr. NETHERTON. 


C. H., a man, aged 22, in good general health, had noticed abnormalities of his 
finger-nails and toe-nails for fourteen years. For the first few years of that 
period the slightest injury to the hands produced lesions that were slow in healing, 
r subungual suppuration. So far as the patient could recall, there had been no 
other instances of this condition in his family. All of the nails were either infantile 
- corrugated at the free border. Although there was dermatophytosis of the feet, 
there was no evidence of infection of the nails, nor was paronychia present. The 
Wassermann reaction was negative. 


DISCUSSION 


Dr. CoLe: This is the dystrophic type of epidermolysis bullosa. The patient 
says that he occasionally has a bulla on the feet, hands or knees. This condition of 
the nails and the palmar thickening go with epidermolysis bullosa; milia are 
ibsent in this case. This would coincide with Siemens’ case of epidermolysis 
bullosa mechanica tarda dystrophica. 


Regular Meeting, April 25, 1929 
CumMER, M.D., Presiding 


PLaNus. Presented by Dr. NETHERTON. 


3. T., a man, aged 51, gave an unimportant history, except for the occur- 
rence of a chancre seventeen years previously. The syphilitic infection remained 
untreated for nine years, until a sore throat developed, following which treatment 
was begun and continued for three years. After that time occasional treatment 
was received, and in January, 1929, a course of injections of bismuth was com- 
pleted. On March 4, 1929, the patient had large, well outlined, raised, smooth 
violaceous patches on the extensor and flexor surfaces of the arms. About the 
periphery of these plaques were many small, flat, shiny, angular papules, some 
showing central depression and scaling, and many with white striae and puncta. 
rhe lesions were pruritic. There were also a few on the neck. The spine was 
then exposed to three-fourths skin unit of roentgen rays, filtered through 1 mm. 
of aluminum. Ten days later more lesions were present on the neck, in the lumbar 
region, on the arms and on the mucosa of the right cheek. At the time of 
presentation, some of the older lesions had faded, leaving pigmentation; new 
lesions had ceased to appear, and the pruritus was not troublesome. Boric acid 
ointment, containing 1 per cent phenol and 0.5 per cent menthol, had been applied 
locally. 

DISCUSSION 
Dr. Driver: This case demonstrates fairly well what one can expect from 
spinal roentgen treatment. The localized type usually does not respond so well 
is the generalized, which may clear up after only one treatment. I have used 
1, 2 and 3 mm. of aluminum as a filter, and 3 mm. seems best, five-eighths 
kin unit being given every three or four weeks. 


Dr. CumMMER: Have any changes in the spinal fluid been found in these 


> 


ases: 
Dr. Driver: Some French investigators reported a slight increase in the 
ell count. Ravaut noted improvement after removing irom 5 to 8 cc. of spinal fluid. 


Dr. Carson: Has the localized type of eruption become generalized after 


the use of spinal roentgen treatment in any cases? 


Dr. Driver: I have not had that experience, but have seen some generalized 
eruptions become aggravated at first, following the treatment, and then clear up. 
In some cases of the hypertrophic type, better results seem to be obtained by 
combining spinal and local roentgen treatment. 
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Dr. PARKHURST: Have you tried irradiation of the axillae or femoral triangle 
Dr. Driver: I have not tried it. Pautrier found it unsatisfactory. 


Dr. NETHERTON: I have treated eight patients with spinal irradiation, and 
at least three were much benefited. 


SYPHILIS WITH NEURORECURRENCE. Presented by Dr. CoLe and Dr. Driver 


Mrs. A. R., a white woman, aged 47, was first seen in October, 1928, with 
late secondary syphilitic manifestations. After that time she received nine injec 
tions of neoarsphenamine and five of arsphenamine, in low dosage because oj 
untoward reactions, and nine intramuscular injections of mercuric salicylate. The 
cutaneous lesions disappeared promptly, and the strongly positive Wassermann 
reaction became weakly positive and finally negative. On March 23, following 
the last injection of arsphenamine, headache and occasional vomiting occurred, 
becoming steadily worse until her admission to the hospital on April 14. The 
physical examination gave negative results and the Wassermann reaction of the 
blood was negative, but the cell count of the spinal fluid was 270; the Pandy 
test showed a positive trace; the Ross-Jones test was positive, and the gum mastic 
curve was 2331100000. The Wassermann reaction of the spinal fluid was 4 plus. 
From April 17 to Aug. 3, 1929, she received eighteen injections of old arsphen- 
amine (5.2 Gm.). A lumbar puncture on May 3 revealed a 4 plus Wassermann 
reaction, globulin 2 plus, and a gum mastic curve of 3211100000. By May 17, 
the patient was symptom-free. 

DISCUSSION 

Dr. BARNEY: This is a striking example of a neurorecidive. 

Dr. FisHer: The dosage seems to have been too small. 

Dr. Driver: These cases are probably not uncommon. They illustrate the 
importance of routine lumbar punctures. 

Dr. CuMMER: I agree with Dr. Driver: the general practitioner does not 
realize how early these manifestations may appear. 


SyYPHILITIC MENINGITIS. Presented by Dr. CoLe and Dr. DRIveEr. 


J. C., a man, aged 36, denied having had a chancre, but said that there had 
been an eruption on his body two months previously. His wife was in the hospital 
with manifestations of secondary syphilis. He presented bilateral facial paralysis 
of six weeks’ duration, its onset having been sudden, with severe occipital pain. 
The Wassermann reaction of the blood and spinal fluid was positive, the fluid 
showing a cell count of 270 and a gum mastic curve of 4442211000. 


RupIAL SECONDARY SyYPHILID. Presented by Dr. CoLE and Dr. DRIVER. 


J. F., a man, aged 30, had had gonorrhea two years previously. He had never 
observed a chancre, but had noticed the appearance of a generalized eruption, 
with sore throat, one month after a suspicious exposure. He was weak, and 
had lost 50 pounds (22.7 Kg.). A generalized small papulopustular eruption was 
present, some of the lesions having rupial crusts. The Wassermann reaction o/ 
the blood was positive, that of the spinal fluid being negative. 


PLANTAR SYPHILID. Presented by Dr. CoLe and Dr. DRIVER. 


V. B., a woman, aged 31, had had lesions on her feet for six months. The 
eruption was symmetrical, consisting of somewhat indurated papules with a 
serpiginous arrangement and considerable scaling. There had been no pruritus 
and no vesicles. The Wassermann reaction was strongly positive. 


A CAsE For DiaGnosis. Presented by Dr. CoLeE and Dr. DRIVER. 


W. K., a man, aged 59, presented a generalized erythematous, pruritic eruption 
of three years’ duration, which was said to have started with a vesicular outbreak 
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the lobe of the right ear. The legs showed varicose veins. The patient had 
been working in a rolling mill at the time of the onset of the eruption. Histo- 
logically, the condition was a chronic inflammatory process. Urinalysis revealed 
the presence of albumin and leukocytes. The blood count was normal. 


DISCUSSION 
Dr. PARKHURST: The patient said that the eruption began around an ulcer 
on the leg; at present, there are many small pustules. It seems to be an infectious 
eczematoid dermatitis. The negative observations on the blood help to exclude 
leukemia, and there is no glycosuria. 
Dr. BARNEY: When such a process does not undergo involution, a lymph 
node should be removed and studied for a possible lymphoblastoma. 


PAPULONECROTIC TUBERCULIDS; TUBERCULOUS PERIOsTITIS. Presented, by 
Dr. CoLe and Dr. DRIvER. 


R. T., a negro girl, aged 3, was poorly nourished and had a nasal discharge, 
with excoriations about the alae nasi. A few papules and small ulcers were 
scattered over the body. The right foot was swollen, and on its dorsum was a 
deep ulcer. Neither elbow joint could be completely extended. Roentgenologic 
studies showed extensive periostitis of the elbows and right foot, and signs sug- 
gestive of pulmonary hilum tuberculosis. The tuberculin reaction was strongly 
positive. 


PAPULONECROTIC TUBERCULID; LICHEN SCROFULOSORUM. Presented by Dr. 
CoLe and Dr. DRIVER. 


R. T., aged 4, a sister of the preceding patient, presented a sparse scattered 
papular and crusted eruption over her body, and a few groups of tiny follicular 
papules on the abdomen. There were bilateral phlyctenular conjunctivitis, a 


suggestion of hilum tuberculosis and a strongly positive tuberculin reaction. 


CuHarcot JorIntT; SUBCUTANEOUS ABSCESS. Presented by Dr. CoLe and Dr. 

DRIVER. 

P. S., a man, aged 58, had a penile sore twenty years previously, but received 
little treatment. The left knee was fixed and swollen, and at the median side 
there was a large, firm tumor. There were ulcers on the right sole. The 
Wassermann reaction of the blood and spinal fluid was positive. 


DISCUSSION 

Dr. Driver: A year ago we saw a man with a Charcot ankle. His condi- 
tion has improved greatly under malarial therapy. The joint is fixed. 

Dr. BARNEY: Cannot this be a gumma in addition to the Charcot joint, a 
gumma developing at a site of repeated trauma due to a brace the man has worn? 

Dr. CUMMER: There is also a Charcot joint of the right foot, with trophic 
ulcers of the sole and shortening of the foot. I should suggest roentgenologic 
studies of the foot. 


PRICKLE CELL AND BaAsAL CELL EPITHELIOMAS. Presented by Dr. Coe and 

Dr. DRIVER. 

W. S., a man, aged 65, first noticed a small lesion on the left ear eighteen 
months previously. It gradually extended, with ulceration, until the entire side 
of the face was involved. The histologic diagnoses were basal cell epithelioma 
of the ear and prickle cell epithelioma of the face. 


Lupus ERYTHEMATOSUS. Presented by Dr. CoLe and Dr. Driver. 


L. K., a girl, aged 12, presented a symmetrical erythematous eruption on 
the nose, cheeks, chin, forehead and ears, of five months’ duration. The lesions 
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were sharply outlined patches, with scales bearing follicular plugs. The soit 
palate was also involved. There was no sign of tuberculosis in the history o: 
physical examination, and the tuberculin test and studies of the chest gave negatiy: 
results. Marked improvement followed a_ single injection of gold sodium 
thiosulphate. 


Lupus ERYTHEMATOSUS IN A NEGREss. Presented by Dr. CUMMER. 


Mrs. W. D., aged 38, had an eruption on her face of two years’ duration 
There were six discoid, erythematous, scaling patches, varying in size from that 
of a pea to that of a coin, with some central scarring. The ears were involved, 
and the scalp showed large areas of atrophy and alopecia, with stippled, pigmented 
spots the size of a pinhead. 

DISCUSSION 


Dr. CUMMER: I have not found lupus erythematosus rare in negroes. 


DERMATITIS FactitTi1a. Presented by Dr. CoLte and Dr. DRIVER. 


J. R., aged 55, a coal miner, said that he had first noticed a lesion on his 
chest one year previously, and that it had gradually enlarged. The left nipple 
had been destroyed by a large gangrenous ulcer, and there was another ulcer, 
of linear shape, in the midline of the chest wall. 

Dr. DRIVER: One striking thing was that when the patient came to the 
dispensary he demonstrated the lesions to all of us and was happy when hospitaliza- 
tion was suggested. 


GRANULOMA INGUINALE. Presented by Dr. CoLe and Dr. DRIVER. 


K. E., a negress, aged 26, presented a beefy red, indurated, granulomatous 
lesion about the vaginal orifice, which had remained practically unchanged for 
five years. There were few or slight subjective symptoms. No treatment had 
been given since 1924, when she had received arsphenamine intravenously, and a 
little antimony and potassium tartrate. 


PELLAGRA. Presented by Dr. CoLe and Dr. DRIVER. 


T. W., a negro, aged 47, was said to have consumed large quantities of cheap 
liquor and little food. He had had diarrhea and some mental aberration. The 
hands, feet, mouth and genitalia showed a dry, scaling eruption, and there were 
moist ulcerations between the toes and about the genitalia. The lesions were 
symmetrical, but not sharply outlined. 


DISCUSSION 


Dr. PARKHURST: The denuded tongue seemed more typical than the condition 
of the skin. 


A Case For Dracnosis. Presented by Dr. LITTMAN. 


Miss R. K., aged 20, presented numerous ill defined erythematous and telangiec 
tatic areas on the back and the right shoulder and arm. The condition was first 
noticed a year previously, and was apparently remaining stationary. 


DISCUSSION 
Dr. Grpans: No cayenne pepper spots and no annular lesions are present 
The condition is not Majocchi’s disease. 
Dr. FrsHer: It may be an ordinary angioma. 
Dr. Norris: An external agent, such as heat, may cause this condition. 


Dr. NETHERTON: It is probably a simple angioma. 
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PSORIASIS OF THE NAILS. Presented by Dr. CoLe and Dr. DRIVER. 


S. W., a packer, aged 18, presented many punctate pits on all of the nails, 
especially the finger-nails, of six months’ duration. The thumb-nails were thinned 
at the free border, with some longitudinal striations and cracks. Seven months 
previously, the patient had been vaccinated against variola and typhoid-paratyphoid, 
and had suffered a constitutional reaction which had confined him to his bed for 
a week. Following this, the changes in the nails had appeared. There was no 
history of psoriasis, nor was there any sign of cutaneous lesions. 


DISCUSSION 
Dr. RauscHKOLB: This seems to be a mycotic infection of the nails. 
Dr. GILLESPIE: One cannot tell from inspection of the nails alone whether 
the condition is psoriasis or tinea unguium. 
Dr. PARKHURST: The nail borders do not look “moth-eaten.” The punctate 
stippling favors a diagnosis of psoriasis. 


TRICHOTILLOMANIA. Presented by Dr. BARNEY. 

W. N., a school girl, aged 13, presented an area, half the size of the palm, of 
partial alopecia on the crown of the head, of two months’ duration. In this patch 
there were hairs of various lengths. 

DISCUSSION 

Dr. ParKHUuRST: I agree with the diagnosis of trichotillomania. The patient 

says that she pulls the hair out to relieve an itching sensation. 


RECURRENT ERYTHEMA MULTIFORME. Presented by Dr. GAMMEL for Dr. COLE. 


A school girl presented an eruption which was. said to have recurred annually. 
On the extensor surfaces of the arms and on the legs and buttocks were numerous 
brownish-red macules and flat papules the size of large and small coins, some 
infiltrated and some annular. The arms and legs were cyanotic and cold. 














Book Reviews 


A CONTRIBUTION TO THE KNOWLEDGE OF LYMPHOGRANULOMA INGUINALE. By 
SvEN HELLERSTROM. Pp. 224, with 16 illustrations. Stockholm: P. A 
Norstedt & So6ner, 1929. 


This monograph in English comes from the pathologic department of Professor 
Henschen of the Dermato-Venereological Clinic and Professor Almkvist of the 
Caroline Institute, Stockholm. It is a complete résumé of the knowledge not 
only of inguinal granuloma but of bubo in general. In fact, one of its most 
interesting chapters is the historical survey of bubo. Nothing, apparently, has 
escaped the author’s consideration, from the history of the subject to its bibliog 
raphy. It is a valuable monograph. 


SYPHILITISCHE UND SYPHILOGENE MAGENERKRANKKUNGEN (GASTROLUES). By 
Pror. Dr. Roman Luria, Direktor der Medizinischen Klinik des Lenin- 
Staatsinstitutes fiir arztliche Fortbildung in Kasan (U. S. S. R.). Price, 
12 marks. Pp. 193, with 27 illustrations. Berlin: S. Karger, 1929. 


This monograph is a complete and valuable summary of the knowledge of, 
and of the author’s experience in, syphilis of the stomach. 





Directory of Dermatologic Societies * 


NATIONAL DERMATOLOGIC SOCIETIES 
AMERICAN MEDICAL ASSOCIATION, SCIENTIFIC ASSEMBLY, 
SECTION ON DERMATOLOGY AND SYPHILOLOGY 


Jay Frank Schamburg, Chairman, 1402 Spruce St., Philadelphia. 
William H. Guy, Secretary, Jenkins Arcade, Pittsburgh. 
Place: Detroit. Time: 1930. 


AMERICAN DERMATOLOGICAL ASSOCIATION 


Udo J. Wile, President, University Hospital, Ann Arbor, Mich. 
C. Guy Lane, Secretary, 416 Marlborough St., Boston. 


BRITISH ASSOCIATION OF DERMATOLOGY AND 
SYPHILOLOGY (CANADIAN BRANCH) 


D. King Smith, President, 122 Bloor St. West, Toronto. 
E. J. Trow, Secretary, 122 Bloor St. West, Toronto. 


LOCAL DERMATOLOGIC SOCIETIES 


LOS ANGELES COUNTY MEDICAL ASSOCIATION, 
DERMATOLOGIC SECTION 


George F. Koetter, Chairman, 1136 W. 6th St., Los Angeles. 
H. Sutherland-Campbell, Secretary, 1936 Wilshire Blvd., Los Angeles. 


SAN FRANCISCO DERMATOLOGICAL SOCIETY 


Ernest Chipman, President, 350 Post St., San Francisco. 
H. J. Templeton, Secretary, 3115 Webster St., Oakland, Calif. 


ATLANTA DERMATOLOGICAL SOCIETY 


Jack W. Jones, President, Medical Arts Bldg., Atlanta, Ga. 
Francis Jones, Secretary, Medical Arts Bldg., Atlanta, Ga. 


CHICAGO DERMATOLOGICAL SOCIETY 


Harry R. Foster, President, Colby-Abbott Bldg., Milwaukee. 
E. A. Oliver, Secretary, 55 E. Washington St., Chicago. 


IOWA AND WESTERN ILLINOIS DERMATOLOGICAL 
ASSOCIATION 


Robert E. Jameson, President, 1015 First National Bank Bldg., Davenport, Iowa. 
A. T. Leipold, Secretary, 141914 5th Ave., Moline, III. 


LOUISIANA DERMATOLOGICAL SOCIETY 


M. T. Van Studdiford, Pere Marquette Bldg., New Orleans. 
Thomas A. Maxwell, Secretary-Treasurer, 1119 Union Indemnity Bldg., New 
Orleans. 


* Secretaries of dermatologic societies are requested to furnish the informa- 
tion necessary for the editor to make this list complete and to keep it up to date. 
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BALTIMORE AND WASHINGTON DERMATOLOGICAL SOCIETY 


Lloyd W. Ketron, President, Medical Arts Bldg., Baltimore. 
Leon Ginsburg, Secretary, 1800 N. Charles St., Baltimore. 


DETROIT DERMATOLOGICAL SOCIETY 


Arthur E. Schiller, President, 10 Peterboro St., Detroit. 
William G. Schlegelmilch, Secretary-Treasurer, 7769 Grand River, Detroit. 


MINNESOTA DERMATOLOGICAL SOCIETY 


W. Goeckerman, President, Mayo Clinic, Rochester. 
D. D. Turnacliff, Secretary, Yeates Bldg., Minneapolis. 


ST. LOUIS DERMATOLOGICAL SOCIETY 


Robert H. Davis, President, Missouri Bldg., St. Louis. 
Norman Tobias, Secretary, Missouri Bldg., St. Louis. 


NEW ENGLAND DERMATOLOGICAL SOCIETY 


Walter T. Garfield, President, 19 Bay State Rd., Boston. 
Rudolph Jacoby, Secretary, 270 Commonwealth Ave., Boston. 


BRONX DERMATOLOGICAL SOCIETY 


George Spinner, Chairman, 811 Cauldwell Ave., Bronx, N. Y. 
Raiph Breakstone, Secretary-Treasurer, 783 Beck St., New York. 


BROOKLYN DERMATOLOGICAL SOCIETY 


W. H. Best, President, 1198 Bushwick Ave., Brooklyn. 
A. M. Persky, Secretary, 1750 Ocean Pkwy., Brooklyn. 


MANHATTAN DERMATOLOGICAL SOCIETY 


David L. Satenstein, Chairman, 57 W. 57th St., New York. 
Mihran B. Parounagian, Secretary, 126 E. 39th St., New York. 


NEW YORK ACADEMY OF MEDICINE, SECTION OF 
DERMATOLOGY AND SYPHILIS 


John Frank Fraser, Chairman, 100 W. 59th St., New York. 
Max Scheer, Secretary, 3 E. 53d St., New York. 


NEW YORK DERMATOLOGICAL SOCIETY 


Paul E. Bechet, President, 30 E. 40th St., New York. 
J. Frank Fraser, Secretary, 100 W. 59th St., New York. 


MEDICAL SOCIETY OF THE STATE OF NEW YORK, 
SECTION ON DERMATOLOGY AND SYPHILOLOGY 


Walter J. Highman, Chairman, 853 7th Ave., New York. 
Albert R. McFarland, Secretary, 348 University Ave., Rochester. 








DIRECTORY 


CINCINNATI DERMATOLOGICAL SOCIETY 
E, B. Tauber, President, 19 W. 7th St., Cincinnati. 
H. L. Claassen, Secretary, Provident Bank Bldg., Cincinnati. 
CLEVELAND DERMATOLOGICAL SOCIETY 
Clyde L. Cummer, President, 2417 Prospect Ave., Cleveland. 
Robert E. Barney, Secretary, Osborn Bldg., Cleveland. 
OKLAHOMA DERMATOLOGICAL ASSOCIATION 


M. M. Roland, President, 117 N. Broadway, Oklahoma City. 
W. A. Showman, Secretary, 108 W. 6th St., Tulsa. 


PHILADELPHIA DERMATOLOGICAL SOCIETY 


Sigmund S. Greenbaum, President, 1714 Pine St., Philadelphia. 
Carroll S. Wright, Secretary, 1402 Spruce St., Philadelphia. 


PITTSBURGH DERMATOLOGICAL SOCIETY 
Howard T. Phillips, Chairman, National Exchange Bank Bldg., Wheeling, W. Va. 
Louis Willard, Secretary, 328 Jenkins Bldg., Pittsburgh. 
THE MEDICAL SOCIETY OF THE STATE OF PENNSYLVANIA, 
SECTION ON DERMATOLOGY 
Lester Hollander, Chairman, Jenkins Arcade Bldg., Pittsburgh. 
Sigmund S. Greenbaum, Secretary, 1714 Pine Street, Philadelphia. 
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